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PREFACE 


This  report,  Volume  I,  is  one  component  of  a Title  XX  needs  assess- 
ment for  the  State  of  Montana.  The  other  components  are:  Volume  II, 

The  Social  Condition  and  Social  Service  Target  Populations  of 
Montana's  Counties;  Volume  III,  Social  Conditions  and  Social  Services 
on  Montana's  Seven  Indian  Reservations;  and  Volume  IV,  Three  Survey 
Perspectives  on  Montana's  Social  Service  Needs.  Each  of  these  volumes 
is  intended  to  provide  a different,  but  important,  perspective  on  Montana's 
social  service  needs. 

This  Volume,  Social  Services:  A Background  Statement  presents 

historical,  legal  and  philosophical  material  underlying  each  of  the 
major  service  areas  to  which  Title  XX  funds  have  been  directed  in  the 
past.  It  is  intended  to  introduce  to  those  not  familiar  with  these 
service  areas  the  rationale  for  program  inclusion  within  Title  XX. 

This  report  was  funded  in  part  by  the  Montana  Department  of  Social 
and  Rehabilitation  Services,  and  produced  by  the  Research  Unit  of  the 
Office  of  Budget  and  Program  Planning.  In  addition,  we  would  like  to 
thank  Diane  Potter  for  her  help  in  preparing  the  manuscript  of  this 


report . 
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INTRODUCTION 

Title  XX  of  the  Social  Security  Act  (P.L.  93-647)  requires  public 
participation  in  the  planning  of  a state’s  service  programs.  To  assure 
such  participation,  Title  XX  mandates  that  a services  program  plan  be 
made  available  to  the  public  for  discussion  and  comment  no  later  than 
ninety  days  before  the  beginning  of  the  state’s  service  program  year. 

This  plan  must  be  comprehensive,  and  must  include  a needs  assessment 

study  that  describes  the  provisions  made,  or  to  be  made,  "to  assure 

that  . . . all  residents  of,  and  all  geographic  areas  in,  the  State 

were  taken  into  account"  (Section  2004).  This  report,  entitled 

Social  Services:  A Background  Statement,  is  one  part  of  the  needs  assessment 

study  required  of  the  plan. 

Using  Title  XX  funds,  the  State  of  Montana  has  provided  services 
for  certain  areas  of  need  (e.g.,  aging,  youth,  family  planning,  alcohol- 
ism, drug  abuse,  mental  health,  and  developmental  disabilities).  Even 
though  it  may  not  be  possible  to  continue  Title  XX  support  for  each 
of  these  areas,  this  examination  will  consider  all  areas  of  service  pro- 
vision to  provide  an  understanding  of  the  assumptions  and  concepts  under- 
lying their  inclusion  as  potential  Title  XX  programs.  This  report  will 
also  examine  Title  XX  itself  under  "General  Services."  Such  an  examination 
will  reveal  the  changes  that  are  occurring  in  the  field  of  human  services 
and  their  delivery.  The  purposes  of  the  Title  XX  needs  assessment  study 
is  to  reckon  with  this  change. 
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GENERAL  SERVICES* 

The  State  of  Montana  has  designated  Title  XX  of  the  Social  Security 
Act  (P.L.  93-647)  and  other  grants  for  services  to  needy  individuals 
for  General  Services.  It  is  a "residual"  category  whose  services  are 
intended  to  augment  those  provided  to  the  aged,  youth,  the  mentally 
ill,  the  developmentally  disabled,  alcoholics,  and  drug  abusers  under 
other  legislation. 

"Title  XX  is  a recent  amendment  to  the  Social  Security  Act  . . . 

which  significantly  reforms  the  social  services  program  formerly 
provided  under  Titles  IV-A  and (jQ VI  ..."  However,  Title  XX  is  not 
a supplemental  funding  source  for  these  Acts  but,  instead, replaces  fund- 
ing from  these  sources.  (A  Decision-maker’s  Guide  to  Program  Coordination 
& Title  XX,  p.  1.).  Titles  IV-A  and  XVI  of  the  Social  Security  Act  are 
entitled  "Aid  to  Families  with  Dependent  Children"  and  "Supplemental 
Security  Income  for  the  Aged,  Blind,  and  Disabled,"  respectively.  Title 
XX,  in  reforming  these  Titles,  gives  to  states  "the  flexibility  to  design 
a social  services  program  tailored  to  the  needs  of  their  citizenry  within 
the  broad  goals  set  by  . . . this  (a£ct) 'Jj.  Unlike  Titles  IV-A  and£x/VI, 

Title  XX  has  a funding  ceiling  requiring  greater  resource  planning  and 
allocation.  The  goals  of  Title  XX  are: 

A)  achieving  or  maintaining  economic  self-support  to  prevent, 
reduce,  or  eliminate  dependency, 

B)  achieving  or  maintaining  self-sufficiency,  including  re- 
duction or  prevention  of  dependency, 

C)  preventing  or  remedying  neglect,  abuse,  or  exploitation 
of  children  and  adults  unable  to  protect  their  own  inter- 
ests, or  preserving,  rehabilitating,  or  reuniting  families. 


*The  Department  of  Social  and  Rehabilitation  Services  does  not  use 
the  categorv  of  General  Services;  that  title  has  been  used  here  as 
a device  to  discuss  the  miscellaneous  services  funded  by  Title  XX  but 
which  do  not  readily  fit  another  category  such  as  aging,  youth, 
alcohol  services,  etc. 
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D)  Preventing  or  reducing  inappropriate  institutional  care 
by  providing  for  community-based  care,  home-based  care, 
or  other  forms  of  less  intensive  care,  or 

E)  securing  referral  or  admission  for  institutional  care  when 
other  forms  of  care  are  not  appropriate,  or  providing  services 
to  individuals  in  institutions  (r.L.  93-647,  Section  2001). 


However,  fifty  percent  of  Title  XX  funds  must  be  expended  on  individuals 
covered  under  Titles  IV-A  and  XVI  , and  funding  for  family  planning 
services  are  mandated.  Also,  nat  least  one  service  /must  be/  directed  to 
at  least  one  of  the  goals  in  each  of  the  five  categories  of  goals  set 
forth  in  . . . this  act  " (Section  2004).* 

Definitions 


Services  . . . directed  at  . . . [thH  goals  /of  Title  XXj 
include,  but  are  not  limited  to,  child  care  services,  pro- 
tective care  services  for  children  and  adults,  services  re- 
lated to  the  management  and  maintenance  of  the  home,  day 
care  services  for  adults,  transportation  services,  training 
and  related  services,  employment  services,  information,  re- 
ferral, and  counseling  services,  the  preparation  and  de- 
livery of  meals,  health  support  services,  and  appropriate 
combinations  of  services  designed  to  meet  . . . special 
needs  . . . (Section  2002) . 

Using  Title  XX  funds,  the  State  of  Montana  provides  the  following 
services  to  needy  individuals  under  the  designation  General  Services. 
These  are  the  major  services  in  this  category. 

1)  Adoption  Services  are  provided  to  children  in  danger  of  or 
subject  to  neglect,  abuse,  or  exploitation.  They  are, strictly  speaking, 
a protective  service  administered  in  cooperation  with  law  enforcement 
agencies  and  the  courts.  Their  aim  is  to  remove  the  child  from  his 
natural  home  in  order  to  prevent  abuse,  neglect  or  exploitation  by 

the  parents. 

2)  WIN/AFDC/Day  Care  is  a service  provided  to  the  children  of 
AFDC  and  WIN  parents  in  order  to  free  the  parents  for  training  and 
employment . 


^Unless  otherwise  noted,  all  references  by  section  numbers  refer  to  the 
Social  Security  Act. 
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3)  Health  Related  Services  provide  assistance  to  welfare  recipients 
for  the  prevention  and  treatment  of  physical  and  mental  illness. 

4)  Legal  Services  provide  legal  aid  to  families  deserving  and 
needing  the  help  of  lawyers  (see  45  C.F.R.  220.51  and  222.71). 

5)  Homemaker  Services  are  home  management  and  maintenance  services 
and  personal  care  services.  These  are  provided  to  maintain,  strengthen, 
and  safeguard  the  functioning  of  eligible  persons  in  their  own  home  in 
the  absence  of  a responsible  person  (see  45  C.F.R.  222.73). 

6)  Protective  Services  are  a system  of  services,  including  medical 
and  legal  services,  utilized  to  assist  seriously  impaired  eligible 
individuals  who,  because  of  mentalor  physical  dysfunction,  are  unable 

to  manage  their  own  resources,  or  to  carry  out  the  activities  of  daily 
living,  or  to  protect  themselves  from  neglect  or  hazardous  situations 
without  the  assistance  of  others,  or  who  have  no  one  willing  or  able  to 
assist  them  responsibly  (see  45  C.F.R.  222.74). 

7)  Services  for  Adults  in  Foster  Care  assure  placement  of 
eligible  persons  in  settings  approved  by  the  appropriate  state  and/ 
or  local  authority.  Further,  they  assure  that  a setting  is  suitable 
to  the  needs  of  the  individual  and  that  he  receives  proper  care. 

Finally,  they  determine  continued  appropriateness  of  and  need  for 
placement  through  periodic  reviews  (see  45  C.F.R.  222.76). 

8)  Counseling  Services  provide  eligible  persons  with  the 
opportunity  for  group  experiences.  Such  experiences  can  help  indi- 
viduals to  cope  with  personal  problems  and  develop  capacities  for 

more  adequate  social  and  personal  functioning.  They  can  relieve  social 
isolation,  enable  the  development  of  friendships  and  mutual  aid,  and 
increase  understanding  between  the  group  and  the  agency  (see  45  C.F.R. 


222.77  ) . 
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9)  Special  Services  to  the  Blind  include  assistance  in  mobility 
training,  personal  care,  home  management  and  communication  skills. 
They  make  available  talking  book  machines  to  the  blind  and  help  them 
obtain  special  aids  and  appliances  for  solving  and  reducing  problems 
arising  from  their  condition.  They  secure  safety  items,  particularly 
those  necessary  to  assure  safe  housing  and  accident-free  living. 

They  arrange  for  educational  counseling  to  promote  appropriate  class- 
room placement  and,  when  timely,  school  and/or  rehabilitation  pro- 
gram guidance  to  further  vocational  pursuit.  They  refer  parents 
of  blind  children  to  agencies  with  special  counseling  competence. 

The  extent  of  services  provided  to  an  individual  depends  on  age, 
presence  of  other  disabilities,  and  amount  of  residual  vision. 
Historical  Background 

Titles  IV-A  and  XVI  of  the  Social  Security  Act  precede  Title 
XX  of  the  same  Act.  By  ’’precede"  is  meant  not  in  the  historical 
sense,  but  the  spacial  sense.  Titles  IV-A  and  XVI  "come  before," 
addressing  particular  areas  of  need,  namely,  families  with  dependent 
children  and  the  aged,  the  disabled,  and  the  blind.  Title  XX 
"follows  behind,"  in  an  important,  supportive  role. 

The  purpose  of  Title  IV-A  is  to: 

encourag  KJ  the  care  of  dependent  children  in  their 

own  homes  or  in  the  homes  of  relatives  by  enabling 

each  State  to  furnish  financial  assistance  and 

rehabilitation  and  other  services,  as  far  as 

practicable  under  the  conditions  in  such  State,  to 

needy  dependent  children  and  the  parents  or  relatives 

with  whom  they  are  living  to  help  maintain  and 

strengthen  family  life  and  to  help  such  parents  or 

relatives  to  attain  or  retain  capability  for  the 

maximum  self-support  and  personal  independence 

consistent  with  the  maintenance  of  continuing  parental 

care  and  protection.  . . . (Social  Security  Act,  Section  401.) 
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This  purpose  corresponds  with  A)  , B) , and  C)  of  the  Title  XX 
goals  presented  earlier.  The  difference  is  that  Title  IV-A’s 
purpose  is  specific,  whereas  Title  XX' s goals  are  general.  Title 
IV-A  is  limited  to  helping  parents  or  relatives  of  dependent  child- 
ren "attain  or  retain  . . . self-support."  Title  XX  is  not.  It 
may  help  not  only  parents  or  relatives  or  dependent  children,  but 
also  the  aged,  the  blind,  the  developmentally  disabled,  the  mental- 
ly ill,  the  drug  abuser,  and  the  alcoholic  to  "achiev£ej  or 
maintain  . . . economic  self-support." 

Title  XVI,  effective  since  January  1,  1974,  amends  in  its 
entirety  the  previous  Title  XVI,  "Grants  to  States  for  Aid  to  the 
Aged,  Blind,  or  Disabled,  or  for  such  Aid  and  Medical  Assistance 
for  the  Aged."  The  purpose  of  the  present  Title  XVI  is  to  establish 
"a  national  program  to  provide  supplemental  security  income  to 
individuals  who  have  attained  age  65  or  are  blind  or  disabled" 
("Supplemental  Security  Income,"  Section  1601).  The  purpose  of  the 
superseded  (except  in  Puerto  Rico,  Guam,  and  the  Virgin  Islands) 
Title  XVI  is  (a)  to: 

enabl£ej  each  State,  as  far  as  practicable  under  the 
conditions  in  such  State,  to  furnish  financial 
assistance  to  needy  individuals  who  are  65  years  of 
age  or  over,  are  blind,  or  are  18  years  of  age  or 
over  and  permanently  and  totally  disabled,  (b)  . . . 

[toj  enabl £ej  each  State,  as  far  as  practicable  under 
the  conditions  in  such  State,  to  furnish  medical 
assistance  on  behalf  of  individuals  who  are  65  years 
of  age  or  over  and  who  are  not  recipients  of  aid  to 
the  aged,  blind,  or  disabled  but  whose  income  and 
resources  are  insufficient  to  meet  the  costs  of 
necessary  medical  services,  and  (c)  . . . [t oj  en- 
courag  £7  each  State,  as  far  as  practicable  under 
the  conditions  in  such  State,  to  furnish  rehabilitation 
and  other  services  to  help  individuals  referred  to  in 
clause  (a)  or  (b)  to  attain  or  retain  capability  for 
self-support  and  self-care.  . . . ("Aid  to  the  Aged,  Blind, 
or  Disabled,"  Section  1601.) 
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The  present  Title  XVI  provides  "benefits,"  whereas  the  super- 
seded Title  XVI  provides  "financial  assistance"  and  "medical  assist- 
ance" and  "rehabilitation  and  other  services."  The  present  Title 
XVI  provides  benefits  strictly  "on  the  basis  of  . . . income  and 

resources"  (Supplemental  Security  Income,"  Section  1602).  Assist- 
ance or  social  services  are  left  to  other  legislation,  including 
Title  XX. 

In  much  the  same  way  that  Titles  IV-A  and  XVI  precede  Title  XX, 
so  do  other  legislation,  both  federal  and  state.  The  Older  Americans 
Act  of  1965  (P.L.  89-73),  discussed  later  in  'Urging, " precedes  it. 

The  Montana  Developmental  Disabilities  Act,  discussed  later  in 
"Developmental  Disabilities,"  precedes  it.  And  so  forth. 

Current  Thinking 

"Title  XX  is  a block  grant  of  federal  funds  to  states  to  pro- 
vide for  a program  of  social  services  which  is  defined  and  develop- 
ed by  the  states"  (HEW,  1975;  37).  Underlying  this  act  is  the  belief 
that  each  state,  as  opposed  to  the  federal  government,  is  in  the  best 
position  to  design  and  administer  a program  aimed  at  eliminating  dep- 
endency, strengthening  the  family,  and  fostering  deinstitutionalization. 
People  live  in  localities  as  well  as  in  a nation.  So  do  families.  In- 
stitutions exist  in  particular  regions  in  particular  states.  The  federal 
government  cannot  deal  with  these  individually.  It  can  only  deal  with 
categories.  When  the  federal  government  tries  to  be  specific,  as  often 
it  must,  the  result  is  fragmentation,  and,  in  the  area  of  social  services, 
a fragmentation  of  services. 

Unfortunately,  the  needs  of  men,  be  they  developmentally  dis- 
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abled  or  alcoholics,  do  not  come  in  such  pieces.  For  example, 

sick  person  who  is  unskilled,  unemployed,  respon- 
sible for  several  dependent  children,  and  addicted  to 
. . . alcohol  will  not  succeed  if  only  his  . . . alcohol 

problem  is  resolved.  Most  likely,  he  will  return  to  . . . 

^alcohol/  before  he  ever  finds  a job  and  escapes  welfare- 
dependency.  (HEW,  1975;  3) 

Only  a state  has  the  flexibility,  and  the  closeness  at  hand,  to 
treat  such  a person  holistically.  Title  XX  provides  funds  to  each 
state  under  guidelines  broad  enough  that  the  state's  ability  to  help 
these  individuals  is  left  undiminished. 

Moreover,  Title  XX  represents  the  federal  government's  recognition 
that  may  not  be  the  most  effective  administrator  of  states'  programs. 

By  designing  specific,  categorical  programs  with  detailed  regulations 
for  all  states,  it  created  dependency  in  a state  , not  a good  example  for 
those  dependent  on  welfare.  With  Title  XX,  the  federal  government  gives 
power  back  to  states  over  their  own  affairs  in  the  area  of  social  services. 
This  is  not  only  more  consistent  with  the  federal  government's  avowed  aims, 
but  also  more  economical.  Narrowly  defined  programs  lead  to  proliferation 
of  narrowly  defined  programs  and  agencies,  all  of  which  add  up  to  in- 
efficient and  ineffective  service  delivery. 

Conclusions 

Title  XX  gives  power  back  to  states  in  the  area  of  social 
services.  By  extension,  it  gives  it  back  to  communities  and  individuals. 
By  calling  for  deinstitutionalization  and  community-based  care,  by 

calling  for  strengthening  of  the  family,  by  calling  for  self-sufficiency 

\ 

in  individuals,  it  invokes,  and  must  invoke,  the  support  of  all  who 


live  in  the  community. 
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FAMILY  PLANNING  SERVICES 


Title  XX  of  the  Social  Security  Act  mandates  family  planning 
services.  (See  HEW,  1975;  1).  This  act  requires  the  Secretary  of 
the  Department  of  Health,  Education  and  Welfare  to  "pay  to  each  State, 
for  each  quarter,  an  amount  equal  to  90  per  centum  of  the  total  ex- 
penditures during  that  quarter  for  the  provision  of  . . . these  ser- 
vices " (Section  2002) . 

Title  IV-A  of  the  Social  Security  Act  requires  that  family 
planning  services  established  with  Title  XX  funds  be  made  avail- 
able to  all  needy  families  with  children,  for  the  purpose  of  "pre- 
venting or  reducing  the  incidence  of  births  out  of  wedlock  or  other- 
wise strengthening  family  life"  (Section  402).  These  services  must 
be  "offered  . . . and  . . . provided  promptly  (directly  or  under 
arrangements  with  others)  to  all  individuals  voluntarily  requesting 


appropriate  relative  and  dependent  child  receiving  aid  . . . and 
. . . each  appropriate  individual  (living  in  the  same  home  as  a 
relative  and  child  receiving  such  aid)  whose  needs  are  taken  into 
account  . . . (including  minors  who  can  be  considered  to  be  sexually 

active)"  (Section  402).  Acceptance  of  all  family  planning  services 
is,  it  should  be  emphasized,  voluntary  and  "shall  not  be  a pre- 
requisite to  eligibility  for  or  the  receipt  of  any  other  service  . . 
(Section  402) . 

Using  Title  XX  funds,  the  State  of  Montana  provides  family 
planning  services  through  the  Montana  Family  Planning  Project 


" (Section  402) . These  individuals  include  "each 
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of  the  Department  of  Health  and  fifteen  contracting  units  throughout 
the  State.  A recent  Project  fact  sheet  indicates  that  the  program  reaches 
approximately  11,000  clients  annually,  80  percent  of  whom  are  low  income 
-individuals.  By  age  9 percent^are  .minors  and  11.8  percent  are  over  30  years 
of  acre.  (Montana  Family  Planning  Project,  1975;  1). 

-0c  f mitions 

The  fact  sheet  above  contains  the  following  statement: 

Voluntary  family  planning  is  characterized  by  two 
important  aspects.  The  decision  to  control  one’s 
own  fertility  must  always  be  a voluntary  one,  and 
its  aim  should  forever  be  the  improvement  of  health. 

(Montana  Family  Planning  Project,  1975;  1). 

In  other  words,  family  planning  is  controlling  fertility  for  the  sake  of 

health. 

The  Montana  Family  Planning  Project  provides  services  that  seek 
to  increase  the  interval  between  pregnancies,  to  raise  the  maternal 
age  to  the  optimal  range  of  20-30  years,  to  reduce  maternal  morbidity 
and  mortality,  to  improve  the  mental  health  of  the  mother,  and  to  re- 
duce family  size.  Adequate  child  spacing  reduces  the  possibility  of 
malnutrition,  and  keeping  the  maternal  age  in  the  optimal  range 
lowers  the  incidence  of  genetically  malformed  babies.  Smaller 
family  size  decreases  the  number  of  premature,  low  weight  births, 
limits  infectious  diseases,  and  creates  a better  attitude  toward 
health  care.  Overall,  the  quality  of  family  life  is  improved. 

In  the  Montana  Family  Planning  Project's  definition,  then, 

"health"  refers  to  the  health  of  the  mother,  child,  and  family. 

Family  planning  is  controlling  fertility  for  the  sake  of  maternal, 


child  and  family  health  or  well-being. 
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Historical  Background 

National  concern  for  family  planning  and  introduction  to  family 
planning  techniques  are  generally  credited  to  the  social  reform  ideals 
of  Margaret  Sanger.  She  is  considered  to  be  the  creator  of  the  birth 
control  movement  in  the  United  States.  She  was  a force  in  bringing 
birth  control  methods  here  from  Europe.  Previous  to  her  reform  move- 
ment, birth  control  was  virtually  unavailable  due  to  legislation 
against  it. 

On  October  16,  1916  in  New  York  City,  Mrs.  Sanger  opened  the 
first  free  birth  control  clinic  in  America.  Shortly  afterward,  she 
was  arrested  and  jailed  for  refusing  to  close  down  her  clinic.  New 
York  law  at  the  time  prohibited  such  a service. 

Despite  legislation  against  birth  control,  Mrs.  Sanger  was 
eventually  able  to  promote  the  acceptance  of  a birth  control  phil- 
osophy in  the  United  States.  This  philosophy  was  to  provide  an 
atmosphere  beneficial  to  the  development  of  modern  birth  control 
methods  such  as  the  pill  and  the  IUD.  More  importantly,  birth  con- 
trol became  legalized,  and  a citizen’s  right. 

Current  Thinking 

Family  planning  is  viewed  as  especially  important  to  a modern 
industrialized  nation  because  industrialization  causes  a high  rate  of 
interdependency.  The  population  is  extremely  mobile,  the  aged  are  not 
cared  for  by  the  family,  the  divorce  rate  is  higher,  and  individuals 
are  more  dependent  upon  others  for  their  livelihood . Hence,  more 
dependency  results,  and  the  need  for  social  services  is  greater. 

During  the  past  200  years,  the  scientif ic/technological  discoveries 
of  the  industrialized  era  have  stimulated  tremendous  population  growth 
world-wide.  The  burden  of  this  growth  has  fallen  disproportionately  on 
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economically  underdeveloped  countries  and,  to  a lesser  extent,  areas 
within  industrialized  societies  characterized  by  rurality,  low  incomes, 
or  concentrations  of  minority  populations.  In  Montana,  the  rural  counties, 
low  income  groups,  and  Indian  reservations  have  birth  rates  higher  than 
the  State  norm.  These  same  groups  exhibit  high  rates  of  social  dependency. 

In  general,  smaller  families  offer  an  enhanced  environment  for 
raising  children.  Small  families  usually  are  better  equipped  to  provide 
for  their  children  econmically,  for  their  health  and  educational  opportunities. 
Further,  the  parents  of  smaller  families  generally  are  able  to  devote  more 
attention  to  each  child,  and  consequently  the  children  are  more  likely  to 
grow  up  self-assured  and  self-sufficient.  They  are  less  apt  to  become  a 
burden  on  the  community. 

Hence,  Title  XX  of  the  Social  Security  Act  stipulates  that  family 
planning  services  be  made  available  to  parents  and  minors  of  all  AFDC 
families.  Since  these  families  cannot  support  the  children  they  have, 
any  additions  will  merely  further  mire  them  in  dependency  and  further 
burden  welfare  agencies.  This  effort  to  reduce  the  number  of  dependent 
children,  clearly  based  on  economics  and  a desire  to  improve  the  health 
and  well-being  of  the  individual  and  the  community,  is  not  a new  one. 

Mrs.  Sanger’s  interest  in  birth  control  was  largely  based  on  the 
finding  that  low  income  families  had  more  children  than  higher  income 
families  and  that  the  lower  income  families  could  not  afford  these 
extra  children.  This  finding  continues  to  inform  the  family  planning 
policy  of  this  nation. 

Conclusion 

In  regard  to  family  planning,  the  State  of  Montana  finds  its  sit- 
uation unique.  While  a part  of  a highly  industrialized  nation  and  en- 
joying many  of  the  benefits  thereof,  it  also  has  population  problems  de- 
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spite  its  relatively  low  population  density.  In  many  sectors  of  the  State, 
population  growth  is  closely  interwoven  with  social  and  economic  dependency. 
As  such,  Title  XX’ s consideration  of  family  planning  is  particularly 
appropriate.  The  need  for  social  services  in  Montana  and  elsewhere 
frequently  begins  with  excess  population. 
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YOUTH  SERVICES 


The  State  of  Montana  provides  services  to  youth  under  two  prin- 
cipal statutes,  both  passed  in  1974:  the  Montana  Youth  Court  Act  (Title 

10,  Chapter  12,  R.C.M.  1947)  and  the  Abused,  Neglected  and  Dependent 
Children  or  Youth  Act  (Title  10,  Chapter  13,  R.C.M.  1947). 

The  Youth  Court  Act  establishes  the  following  purposes: 

1)  to  preserve  the  unity  and  welfare  of  the  family 
whenever  possible,  and  to  provide  for  the  care, 
protection  and  wholesome  mental  and  physical 
development  of  a youth  coming  within  the  provisions 


2)  to  remove  from  youth  committing  violations  of  the 
law  the  element  of  retribution  and  to  substitute 
therefor  a program  of  supervision,  care  and 
rehabilitation; 

3)  to  achieve  the  purposes  of  1)  and  2)  ...  in  a 
family  environment  whenever  possible,  separating 
the  youth  from  his  parents  only  when  necessary 
for  the  welfare  of  the  youth  or  the  safety 

and  protection  of  the  community; 

4)  to  provide  judicial  procedures  in  which  the 
parties  are  assured  a fair  hearing  and  recognition 
and  enforcement  of  their  constitutional  and 
statutory  rights  (Section  10-1202,  R.C.M.  1947). 


Under  this  Act,  the  situation  of  juvenile  offenders  is  am- 
biguous. On  the  one  hand,  the  Act  presupposes  that  they  are  not 
wholly  responsible  for  their  acts.  They  are  not  hardened  criminals. 
They  can  yet  be  rehabilitated  into  upstanding  citizens.  Hence, 
the  Act  emphasizes  "supervision,  care  and  rehabilitation"  "in  the 
interest  of  the  youth"  rather  than  "retribution"  "in  the  interest 
of  the  community." 


of  . . 
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On  the  other  hand,  the  Act  presupposes  that  the  community  has 
a right  to  "safety  and  protection"  against  the  juvenile  offender. 
Hence,  although  they  are  not  adults,  they  are  treated  as  if  they 
were,  and  the  community  is  protected  accordingly.  The  Act 

recognizes  and  enforces  the  constitutitional  and  statutory  rights 
of  the  juvenile  offender. 

The  Neglected  and  Dependent  Children  Act  declares  the  following 
policy: 

1)  to  ensure  that  all  youth  are  afforded  an  adequate 
physical  and  emotional  environment  to  promote 
normal  development; 

2)  to  compel  in  proper  cases  the  parent  or  guardian 
of  a youth  to  perform  the  moral  and  legal  duty 
owed  to  the  youth; 

3)  to  achieve  these  purposes  in  a family  environment 
whenever  possible;  and 

4)  to  preserve  the  unity  and  welfare  of  the  family 
whenever  possible.  (Section  10-1300,  R.C.M.  1947) 


Furthermore,  the  Act  declares  that: 

is  the  policy  of  this  state  to  provide  for  the 
protection  of  children  whose  health  and  welfare  are 
adversely  affected  and  further  threatened  by  the 
conduct  of  those  responsible  for  their  care  and 
protection.  It  is  intended  that  the  mandatory 
reporting  of  such  cases  by  professional  people  and 
other  community  members  to  the  appropriate  authority 
will  cause  the  protective  services  of  the  state  to 
seek  to  prevent  further  abuse,  protect  and  enhance 
the  welfare  of  these  children,  and  preserve  family 
life  wherever  possible.  (Section  10-1303,  R.C.M.  1947) 

Under  this  Act,  the  situation  of  the  abused,  neglected  and 

dependent  youth  is  clear.  The  Act  presupposes  that  they  are  not 

responsible  for  themselves.  They  are  not  adults,  but  are  the  res- 
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ponsibility  of  adults.  They  have  not  a privilege,  but  a right,  owed 
to  them  by  adults,  1)  to  care  and  protection  and  2)  to  "wholesome"  or 
"normal"  physical,  mental  and  emotional  development. 

This  belief  underlies  both  Acts.  Also  underlying  both  Acts  is 
the  belief  that  the  family  provides  the  best  care  and  protection  and 
the  best  environment  for  fostering  the  development  of  youth,  and 
that  the  family  should  therefore  be  strengthened  and  preserved. 


Definitions 


The  Youth  Court  Act  defines  "youth"  as  "an  individual  who  is 
less  than  eighteen  years  of  age  without  regard  to  sex  or  emancipa- 
tion" (Section  10-1202,  R.C.M.  1947).  The  Neglected  and  Dependent 
Children  Act  defines  "child"  or  "youth"  as  "any  person  under  eighteen 
(18)  years  of  age"  (Section  10-1301,  R.C.M.  1947). 

The  Youth  Court  Act  distinguishes  among  "delinquent  youth," 

"youth  in  need  of  supervision,"  and  "youth  in  need  of  care."  A 
delinquent  youth  is  one: 

a)  who  has  committed  an  offense  which,  if  committed 
by  an  adult,  would  constitute  a criminal  offense; 

b)  who,  having  been  placed  on  probation  as  a 
delinquent  youth  or  a youth  in  need  of  supervision, 
violates  any  condition  of  his  probation.  (Section  10- 
1203,  R.C.M.  1947) 

An  "adult"  in  this  definition  is  "an  individual  who  is  eighteen 
years  of  age  or  older"  (Section  10-1203) . A youth  in  need  of  supervision 
is  one: 

who  commits  an  offense  prohibited  by  law  which,  if 

committed  by  an  adult,  would  not  constitute  a 

criminal  offense,  including  but  not  limited  to  . . . 

[one]  who : 

a)  violates  any  Montana  municipal  or  State  law 
regarding  use  of  alcoholic  beverages  by  minors;  or 

b)  habitually  disobeys  the  reasonable  and  lawful 
demands  of  his  parents  or  guardian,  or  is 

ungovernable  and  beyond  control;  or 
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c)  being  subject  to  compulsory  school  attendance  is 
habitually  truant  from  school;  or 

d)  has  committed  any  of  the  acts  of  a delinquent 
youth,  but  whom  the  youth  court  in  its  discretion 
chooses  to  regard  as  a youth  in  need  of  supervision. 

(Section  10-1203,  R.C.M.  1947) 

These  two  definitions  provide  the  youth  court  with  broad  dis- 
cretionary powers  to  exercise  "in  the  best  interest  of  the  youth." 

The  court  "in  its  discretion"  may  choose  to  regard  a delinquent  youth 
as  a youth  in  need  of  supervision.  It  may  threaten  a youth  in  need 
of  supervision  with  reclassification  as  a delinquent  youth.  More- 
over, elsewhere  in  the  Act,  the  jurisdiction  of  the  court  is  ex- 
tended to  "any  person  under  twenty-one  (21)  years  of  age  charged 
with  having  violated  any  law  of  the  state  or  ordinance  of  any  city 
or  town  prior  to  having  become  eighteen  (18)  years  of  age"  (Section 
10-1206,  R.C.M.  1947).  Even  a youth  in  need  of  supervision,  who  has 
committed  no  crime  by  adult  standards,  may  remain  under  the  court's 
jurisdiction  after  he  has  become  an  adult. 

A youth  in  need  of  care  is  one  as  defined  "in  Section  10-1301" 
(Section  10-1203,  R.C.M.  1947)  of  the  Neglected  and  Dependent  Children 
Act.  He  is  one  "who  is  dependent  or  is  suffering  from  abuse  or  neglect 
within  the  meaning  of  this  Act"  (Section  10-1301,  R.C.M.  1947). 

The  Neglected  and  Dependent  Children  Act  defines  "abuse"  or 
"neglect"  as: 

a)  The  commission  or  omission  of  any  act  or  acts 
which  materially  affect  the  normal  physical  or 
emotional  development  of  a youth,  and  excessive 
physical  injury,  sexual  assault  or  failure  to 
thrive,  taking  into  account  the  age  and  medical 
history  of  the  youth  . . . ; or 

b)  The  commission  or  omission  or  any  act  or  acts  by 
any  person  in  the  status  of  parent,  guardian  or 
custodian  who  thereby  and  by  reason  of  physical 
or  mental  incapacity  or  other  cause,  refuses,  or 
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with  state  and  private  aid  and  assistance  is 
unable  to  discharge  the  duties  and  responsibilites 
for  proper  and  necessary  subsistence,  education, 
medical  or  any  other  care  necessary  for  his 
physical,  moral  and  emotional  well-being.  (Section  10-1301, 
R.C.M.  1947) 

This  definition  provides  the  protective  services  agency  of  the 
State  with,  essentially,  a mandate  for  intervention  nin  the  best 
interest  of  the  youth."  Not  only  may  it  intervene  for  "any  ex- 
cessive physical  injury"  or  "sexual  assault,"  but  also  for  "fail- 
ure to  thrive,  taking  into  account  the  age  and  medical  history  of 
the  youth."  Moreoever,  the  protective  services  agency  of  the  State 
may  intervene  if,  for  any  reason,  a parent,  guardian  or  custodian 
fails  "to  discharge  the  duties  and  responsibilities  for  proper  and 
necessary  subsistence,  education,  medical  or  any  other  care  necessary 
for  . . . £the  youth’ sj  physical,  moral  and  emotional  well-being." 

The  Neglected  and  Dependent  Children  Act  distinguishes  between 
an  abused  or  neglected  youth  and  a "dependent  youth."  The  latter 
is  one: 

who  is  abandoned,  dependent  upon  the  public  for 
support,  and  who  is  destitute  or  is  without  parents 
or  guardian  or  under  the  care  and  supervision  of  a 
suitable  adult  or  who  has  no  proper  guidance  to 
provide  for  his  necessary  physical,  moral  or  emotional 
well-being  (Section  10-1301 , R.C.M.  1947). 

Moreover,  "a  child  may  be  considered  dependent  and  legal 
custody  transferred  to  a licensed  agency  if  the  parent  or  parents 
voluntarily  relinquish  custody  of  . . . [thej  child"  (Section  10- 
1301,  R.C.M.  1947). 

In  other  words,  this  category  extends  the  powers  and  res- 
ponsibilities of  the  State's  protective  services  agency  far  be- 
yond immediate  intervention  for  the  safety  and  survival  of  the 
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child.  It  obligates  the  State’s  protective  services  agency  to  the 
role  of  "the  higher  parent"  when  the  child’s  parents  abdicate  — 
either  by  abandonment  or  voluntary  relinquishment  of  custody  — 
their  responsibilities  to  the  child. 


Historical  Background 

At  the  turn  of  this  century,  child  treatment  reformers  began 
urging  the  establishment  of  a juvenile  justice  system  on  two 
principles  or  beliefs:  ”1)  that  children  are  not  altogether  re- 

sponsible for  their  behavior  and  2)  that  the  State  has  an  affirmative 
duty  to  help  ’socialize’  . . . them  " (Katkin,  1973;  35). 

In  1905,  the  court  case  Commonwealth  v.  Fisher  established  that 
due  process  for  juvenile  offenders  was  unnecessary: 


The  natural  parent  needs  no  £duej  process  to 
temporarily  deprive  his  child  of  its  liberty  by 
confining  it  in  its  own  house,  to  save  it  and  shield 
it  from  consequences  of  persistence  in  a career  of 
waywardness,  nor  is  the  State,  when  compelled,  as 
parens  patriae,  to  take  the  place  of  the  father  for 
the  same  purpose  required  to  adopt  any  process  as  a 
means  of  placing  its  hand  upon  the  child  to  lead  it 
into  one  of  its  courts.  (Katkin,  1973;  57). 

^Moreover J 

whether  the  child  deserves  to  be  saved  by  the  State 
is  no  more  a question  for  the  jury  than  whether  the 
father,  if  able  to  save  it,  ought  to  save  it.  (Katkin, 
1973;  57-58). 

Thus,  the  Court  assumed  the  role  of  "wise"  or  "higher 
parent"  and  the  task  of  rehabilitating  the  juvenile.  Hence, 
the  procedures  and  rights  normally  afforded  to  adults,  namely  due 
process,  were  compromised  for  the  sake  of  confidentiality  and 
informality,  which  were  said  to  foster  rehabilitation.  Before 
such  authority,  no  self-incrimination  was  possible,  so  the  child 
had  no  need  for  the  Fifth  Amendment.  Accordingly,  proof  beyond 
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a reasonable  doubt  was  unnecessary,  and  delinquency  could  be 
adjudicated  on  less  sufficient  evidence.  There  was  no  trial  by 
jury.  The  judge  was  all  things  to  all  men,  even  a clinician. 

(See  Katkin,  1973;  57-58.) 

As  stated  in  Application  of  Gault,  (1966) , the  policy  of  the 
juvenile  court  was  "to  hide  youthful  errors  from  the  full  gaze  of 
the  public  and  bury  them  in  the  graveyard  of  the  forgotten  past" 
(Katkin,  1973;  59). 

Current  Thinking 

The  juvenile  justice  system  that  grew  out  of  Commonwealth  v, 
Fisher,  for  all  its  good  intentions,  spawned  "tribunals  more  awe- 
some in  the  abuse  of  power  than  the  Star  Chamber"  (Katkin,  1973;  53). 
Montana's  Youth  Court  Act  of  1974  modifies  this  system.  It  sep- 
arates the  parens  patriae  role  of  the  juvenile  court  and  due  pro- 
cess, in  order  to  prevent  ills  formerly  perpetrated  "in  the  interest 
of  the  youth,"  taking  as  precedent  In  re  Gault , 387  U.S.  1 (1967). 

In  this  case,  the  Supreme  Court  distinguished  between  therapy  and 
due  process,  declaring  that  courts  were  responsible  for  according 
due  process  as  well  as  rehabilitation  to  juveniles. 

The  Youth  Court  Act  separates  the  parens  patriae  role  and  the 
judiciary  role.  It  does  not  abandon  the  former  and  its  rehabil- 
itative ideal.  On  the  contrary,  while  it  distinguishes  delinquent 
youth  from  youth  in  need  of  supervision,  presumably  in  order  to  keep 
non-delinquent  youth  out  of  the  court  system  and  to  avoid  indiscrimi- 
nate labelling  as  delinquent,  it  continues  to  allow  the  court  juris- 
diction and  wide  discretionary  powers  over  both.  While  due  process 
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is  accorded  to  the  youth,  including  representation  by  legal  counsel, 
the  proceedings  are  still  characterized  by  confidentiality  and 
informality.  The  term  "in  the  interest  of  the  youth"  is  still  very 
much  alive. 

However,  the  Youth  Court  Act  makes  an  important  shift  in  re- 
gard to  rehabilitation.  It  recognizes  that  the  rehabilitative  ideal 
of  institutions  has  not  been  fulfilled.  These  centralized  facilities 
have  proven  to  be  more  notorious  for  creating  criminals  than  reform- 
ing them: 


Ultimately.  . . we  confront  the  reality  of  that  portion 
of  the  juvenile  process  with  which  we  deal  ...  A 
boy  is  charged  with  misconduct.  The  boy  is  committed 
to  an  institution  where  he  may  be  restrained  of 
liberty  for  years.  It  is  of  no  constitutional 
consequence — and  of  limited  practical  meaning — that 
the  institution  to  which  he  is  committed  is  called  an 
Industrial  School.  The  fact  of  the  matter  is  that, 
however  euphemistic  the  title,  a "receiving  home"  or 
an  "industrial  school"  for  juveniles  is  an  institution 
of  confinement  in  which  the  child  is  incarcerated  for 
a greater  or  lesser  time.  This  world  becomes  "a 
building  with  white-washed  walls,  regimented  routine 
and  institutional  laws  . . . ."  Instead  of  the  mother 
and  father  and  sisters  and  brothers  and  friends  and 
classmates,  his  world  is  peopled  by  guards,  custodians, 
state  employees,  and  "delinquents"  confined  with  him 
for  anything  from  waywardness  to  rape  and  homicide. 

(In  re  Gault,  in  Katkin,  1973;  60) 

Consequently,  the  Act  declares  that  the  family  is  the  primary 
unit  of  rehabilitation,  next  the  community,  and,  finally,  alternative 
processes  or  programs  which  strengthen  and  support  these  basic 
ones.  The  Act  views  separating  the  youth  from  his  family  and  his 
community  as  contrary  to  rehabilitation. 

The  Neglected  and  Dependent  Children  Act  asserts  this  same  re- 
habilitative ideal.  This  Act  sees  separating  the  child  from  his 
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parents  as  often  as  necessary,  sometimes  literally,  to  save  the 
child.  Yet,  overall,  it  expresses  a clear  faith  in  the  family;  it 
would,  in  fact,  "compel"  parents  to  fulfill  their  obligations  to  it. 

It  would,  all  things  considered,  save  the  family  first,  if  it  were 
not  necessary  to  save  the  child. 

Conclusion 

In  1968,  Congress  passed  the  Juvenile  Delinquency  Prevention 
and  Control  Act  (P.L.  90-445)  to  increase  "the  number  and  the  extent 
of  services  available  for  preventing  and  combatting  juvenile  del- 
inquency" (P.L.  90-445,  Section  2).  Congress  provided  this  aid  in  the 
name  of| not  retribution,  but  prevention,  mandating  community-based  rehab- 
ilitation and  prevention  rather  than  institutional  and  detention 
programs . 

The  ends  of  both  the  Youth  Court  Act  and  the  Neglected  and 
Dependent  Children  Act  of  1974  correspond  to  the  ends  of  this  Act. 
Furthermore,  both  Montana  statutes  grant  to  children  special  rights, 
as  well  as  the  right  to  due  process,  because  of  their  age  and  vul- 
nerability. These  special  rights  correspond  to  those  suggested  in 
White  House  Conference  on  Children  1970  and  include:  1)  parental  care, 

2)  a secure  home,  3)  proper  nutrition,  4)  mental  and  physical  health, 

5)  moral  guidance,  6)  reasonable  limits  on  conduct,  and  7)  education 
and  training  commensurate  with  natural  talents  and  ability.  (White 
House  Conference  on  Children,  1970;  345-69.) 

On  the  health  and  well-being  of  our  youth,  and  the  American  fam- 
ily, rest  the  future  of  our  nation. 
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AGING  SERVICES 


The  Social  Security  Act  of  1935  affects  the  aged  through  a number 
of  programs.  Title  II,  "Federal  Old-Age,  Survivors,  and  Disability 
Insurance  Benefits,"  is  one  based  on  individual  earnings.  Benefits 
are  accrued  and  "based  upon"  monetary  input  over  a specified  period 
of  time.  This  program  is  usually  called  "social  security." 

Title  XVIII,  "Health  Insurance  for  the  Aged  and  Disabled,"  known 

as  "Medicare,"  has  two  parts.  Part  A: 

provides  basic  protection  against  the  costs  of  hospital 
and  related  post-hospital  services  . . . for  (1) 
individuals  who  are  age  65  or  over  and  are  entitled 
to  retirement  benefits  under  Title  II  ...  or  under 
the  railroad  retirement  system  and  (2)  individuals 
under  age  65  who  have  been  entitled  for  not  less  than 
24  consecutive  months  to  benefits  under  Title  II  . . . 
or  under  the  railroad  retirement  system  on  the  basis 
of  a disability  (Section  1811). 

Part  B establishes: 

a voluntary  insurance  program  to  provide  medical 
insurance  benefits  . . . for  aged  and  disabled  individuals 

who  elect  to  enroll  under  such  program,  to  be  financed 
from  premium  payments  by  enrollees  together  with 
contributions  from  funds  appropriated  by  the  Federal 
Government  (Section  1831). 


Title  XIX,  "Grants  to  States  for  Medical  Assistance  Programs," 
known  as  "Medicaid,"  establishes  the  following  purposes: 


the  conditions  in  such  State,  to  furnish  (1)  medical 
assistance  on  behalf  of  families  with  dependent  children 
and  of  aged,  blind,  or  disabled  individuals,  whose 
income  and  resources  are  insufficient  to  meet  the  cost 
of  necessary  medical  services,  and  (2)  rehabilitation 
and  other  services  to  help  such  families  and  individuals 
attain  or  retain  capability  for  independence  or 
self-care.  . . . (Section  1901). 


as  far  as  practicable  under 


24 


On  January  1,  1974,  Title  XVI,  "Supplemental  Security  Income  for 
the  Aged,  Blind,  and  Disabled,"  repealed  Title  I,  "Grants  to  States 
for  Old-Age  Assistance  and  Medical  Assistance  for  the  Aged,"  and 
amended  in  its  entirety  the  previous  Title  XVI,  "Grants  to  States 
for  Aid  to  the  Aged,  Blind,  or  Disabled,  or  for  Such  Aid  and  Medical 
Assistance  for  the  Aged," 

Both  the  present  and  the  previous  Titles  XVI  were  discussed 

in  "General  Services."  Both  these  titles  are  directed  at  "the 

Aged,  Blind,  and  Disabled,"  though  the  present  title  is,  strictly 

speaking,  a universal  pension  program,  whereas  the  previous  title 

was  an  assistance  program.  The  purpose  of  the  repealed  (except  in 

Puerto  Rico,  Guam,  and  the  Virgin  Islands)  Title  I was  (a)  to: 

enabl£ej  each  State,  as  far  as  practicable  under  the 

conditions  in  such  State,  to  furnish  financial 

assistance  to  aged  needy  individuals,  (b)  . . ./to  7 

enabl^e^  each  State,  as  far  as  practicable  under  the 

conditions  in  such  State,  to  furnish  medical  assistance 

on  behalf  of  aged  individuals  who  are  not  recipients 

of  old-age  assistance  but  whose  income  and  resources 

are  insufficient  to  meet  the  costs  of  necessary 

medical  services,  and  (c)  . . . £to^encourag£eJ7  each 

State,  as  far  as  practicable  under  the  conditions  in 

such  State,  to  furnish  rehabilitation  and  other  services 

to  help  individuals  referred  to  in  clause  (a)  or  (b) 

to  attain  or  retain  capability  for  self-care.  . . . (Section  1) . 

This  purpose  is  identical  to  the  purpose  of  the  previous  Title  XVI, 

except  that  it  is  directed  at  the  aged  only.  It  is  also  identical  to 

the  purpose  of  Title  XIX,  with  the  same  exception. 


Definitions 

The  Social  Security  Act  sets  sixty-five  years  as  an  age  re- 
quirement for  entitlement  to  the  full  amount  of  retirement  benefit. 
However,  a worker  may  retire  at  sixty-two  and  receive  80  percent  of 
his  full  benefit.  The  closer  to  sixty-five  he  is  when  he  retires, 
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the  larger  the  fraction  he  will  receive.  Sixty-five  roughly  corresponds 
to  the  average  retirement  age  for  most  Americans  and  is  taken  to  signal 
the  onset  of  old-age. 


Historical  Background 

In  1965,  Congress  passed  the  Older  Americans  Act,  Titles  I-VI 
(P.L.  89-73)  "in  keeping  with  the  traditional  American  concept  of  the 
inherent  dignity  of  the  individual  in  our  democratic  society  ..." 

(P.L.  89-73,  Section  101).  The  federal  government  sought  to  guarantee 
to  the  elderly  "equal  opportunity  to  the  full  and  free  enjoyment  of" 
the  following: 

1)  An  adequate  income  in  retirement  in  accordance 
with  the  American  standard  of  living. 

2)  The  best  possible  physical  and  mental  health 
which  science  can  make  available  and  without 
regard  to  economic  status. 

3)  Suitable  housing,  independently  selected,  designed 
and  located  with  reference  to  special  needs  and 
available  at  costs  which  older  citizens  can  afford. 

4)  Full  restorative  services  for  those  who  require 
institutional  care. 

5)  Opportunity  for  employment  with  no  discriminatory 
personnel  practices  because  of  age. 

6)  Retirement  in  health,  honor,  dignity — after  years 
of  contribution  to  the  economy. 

7)  Pursuit  of  meaningful  activity  within  the  widest 
range  of  civic,  cultural,  and  recreational 
opportunities , 

8)  Efficient  community  services  which  provide  social 
assistance  in  a coordinated  manner  and  which  are 
readily  available  when  needed. 

9)  Immediate  benefit  from  proven  research  knowledge 
which  can  sustain  and  improve  health  and  happiness. 

10)  Freedom,  independence,  and  the  free  exercies  of 
individual  initiative  in  planning  and  managing 
their  own  lives.  (P.L.  89-73,  Section  101) 

In  1973,  Congress  passed  Public  Law  93-29,  amending  Titles  I-VI 

and  adding  Title  VII-XI,  in  which  services  are  mandated  to  the  aged  in 

order  to  further  preserve  their  inherent  dignity  as  individuals.  Congress 

had  found  that  "millions  of  older  citizens  . . . were  suffering 

unnecessary  harm  from  the  lack  of  adequate 
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services"  (P.L.  89-73,  Section  101).  With  this  act,  Congress 
intervened  to: 

1)  Make  available  comprehensive  programs  which  include 
a full  range  of  health,  education  and  social 
services  to  our  older  citizens  who  need  them, 

2)  Give  full  and  special  consideration  to  older 
citizens  with  special  needs  in  planning  such 
programs,  and ^T, while J/  spending  the  availability 
of  such  programs  for  all  older  citizens,  give 
priority  to  the  elderly  with  the  greatest  economic 
and  social  need, 

3)  Provide  comprehensive  programs  which  will  assure 
the  coordinated  delivery  of  full  range  of 
essential  services  to  our  older  citizens,  and, 
where  applicable  also  furnish  meaningful  employment 
opportunities  for  many  individuals,  including  older 
persons,  young  persons,  and  volunteers  from  the 
community,  and 

4)  Insure  that  the  planning  and  operation  of  such 
programs  will  be  undertaken  as  a partnership  of 
older  citizens,  community  agencies,  and  state  and 
local  governments,  with  appropriate  assistance 

from  the  Federal  government.  (P.L.  89-73,  Section  101.) 


Both  the  Older  Americans  Act  and  the  Act  of  1973  recognize  two 
aspects  to  old  age.  The  objective  includes  a consideration  of  the 
age  of,  the  physiological  changes  in,  and  the  general  state  of  health 
of  the  individual.  The  subjective  includes  the  individual's  attitudes 
toward  each  of  these  factors.  In  other  words,  these  Acts  recognize 
that  an  understanding  of  aging  involves  more  than  an  accounting  of 
"objective  changes." 

Moreover,  with  these  Acts,  the  elderly  are  singled -out  as  tar- 
gets of  specialized,  intensive  government  programs.  In  1935,  the  Soc- 
ial Security  Act  involved  the  government  in  the  affairs  of  the  elderly. 
Old  age  was  officially  recognized  as  a social  problem,  and  the  elderly 
became  a class  of  individuals  who  had  a right  to  be  taken  care  of  by 
the  federal  government.  Prior  to  this,  the  care  of  the  aged  was  the 
responsibility  of  the  family,  private  charitable  organizations,  and 
the  aged  themselves.  But,  as  the  preamble  of  the  Social  Security  Act 
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makes  clear,  federal  involvement  in  the  affairs  of  the  aged  began 

with  the  purpose  of  providing  not  merely  for  their  welfare  but  for 

that  of  the  nation  as  a whole. 

To  provide  for  the  general  welfare  by  establishing  a 
system  of  federal  old  age  benefits,  and  by  enabling 
the  several  states  to  make  more  adequate  provision 
for  aged  persons,  blind  persons,  dependent  and 
crippled  children,  maternal  and  child  welfare,  public 
health,  and  the  administration  of  their  unemployment 
compensation  laws;  to  establish  a Social  Security 
Board;  to  raise  revenue;  and  for  other  purposes.  (H.R. 

7260,  August  4,  1935.) 

This  is  true  in  spite  of  amendments  to  the  Act  which  have  repealed 
programs,  such  as  Title  I,  directed  specifically  at  the  aged. 

Current  Thinking 

Role  theory  and  the  "theory  of  disengagement,"  which  has  its 
basis  in  role  theory,  have  shaped  our  thinking  about  the  aged.  In 
our  society,  an  industrialized  one,  the  role  of  man  as  an  efficient 
producer  is  highly  valued.  When  the  elderly  can  no  longer  perform 
this  role,  we  disengage  them  and  exclude  them  from  this  meaningful 
experience. 

Cultural  values  and  economic  structure  have  combined 
to  create  a condition  in  which  a large  proportion  of 
the  elderly  . . . are  non-participants  (Rose,  1968; 

187). 

The  loss  of  meaningful  roles  is,  according  to  role  theory, 
damaging  to  the  self-concept  of  the  individual.  Negative  attitudes 
toward  the  self  lead  to  non-participation  in  and  with  society  (Rose, 
1967;  7). 

However,  the  theory  of  disengagement  views  aging  as  "a  natural 
and  inevitable  process"  of  withdrawal  from  social  involvement. 
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In  our  theory,  aging  is  an  inevitable  mutual  withdrawal 
or  disengagement,  resulting  in  decreased  interaction 
between  the  aging  person  and  others  in  the  social 
system  he  belongs  to  (Cummings  and  Henry,  1961;  14). 

The  use  to  which  elderly  people  put  free  time  is  often  interpreted 

as  evidence  of  disengagement.  For  example,  elderly  people  "tend  to 

use  their  free  time  in  such  private  activities  as  reading  and  watching 

television"  (McKain,  1967;  79).  What  they  have  gained  in  increased 

free  time  through  retirement,  role  theory  maintains,  they  have  lost 

in  less  social  participation  and  recognition. 

In  contrast: 

Many  other  societies  accrued  special  privilege  and 
power  to  the  elderly,  do  not  disengage  them  from  adult 
roles,  or  create  new  age  graded  roles  of  importance 
for  them  (Rose,  1968;  187). 

Consequently,  programs  for  the  aged  under  the  Social  Security 
Act  continues  to  be  directed  at  attaining  or  retaining  "independence 
and  self-care."  Moreover,  in  keeping  with  the  intention  of  the  Older 
Americans  Act  to  preserve  the  inherent  dignity  of  the  elderly,  Title 
XVI  provides  benefits  strictly  on  the  basis  of  income  and  resources, 
thus  maintaining  a minimum  level  of  income  for  these  individuals. 
Further,  the  Act  of  1973,  in  continuing  the  purposes  of  the  Older 
Americans  Act,  proposes  to  create  meaningful  roles  for  the  elderly. 
Employment  must  be  "meaningful"  not  only  for  the  elderly,  but  also 
"for  many  individuals,  including  older  persons,  young  persons,  and 
volunteers  from  the  community  . . . ."  Moreover,  "the  planning  and 
operation  of  . . . programs"  must  be  "undertaken  as  a partnership" 
between  the  elderly  and  others  concerned. 

Conclusion 

Title  XX  of  the  Social  Security  Act  provides  funds  for  state- 
administered  programs  directed  toward  preventing,  reducing  or 
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eliminating  dependency  among  the  elderly.  Such  programs  as  senior  citi- 
zens centers  and  other  volunteer  programs  strive  to  reengage  the  lives 
of  the  elderly  by  bringing  the  elderly  together.  Other  programs  pro- 
vide medical  and  food  services  so  that  the  elderly  can  better  main- 
tain their  engagement  with  the  world.  A revaluation  of  the  elderly 
informs  the  administation  of  these  programs.  All  seek  to  prevent 
or  reduce  "inappropriate  institutional  care." 

Yet  it  would  do  well  for  the  State  of  Montana,  in  administering 
such  programs  as  Title  XX,  to  remember  the  findings  of  a recent 
Montana  study  of  aging.  Not  all  persons  of  old  age  view  inactivity, 
separation  from  families,  dependency,  and  lack  of  peer  group  re- 
lations negatively  (Evans  and  Brown,  1970;  14). 

On  the  other  hand,  it  would  do  well  for  the  State  of  Montana  to 
remember  that  the  rural  aged  are  unlike  their  urban  counterparts. 

They  exist  in  declining  communities  with  limited  services  and 
opportunities . 

Rural  aged  characteristics  are: 

1)  Less  income  than  urban  areas, 

2)  Public  services  decreasing  (especially  health  services) , 

3)  Lack  of  social  opportunities, 

4)  Lack  of  mobility,  and 


5) 


Increased  isolation. 
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DEVELOPMENTAL  DISABILITY  SERVICES 


The  treatment  of  the  developmentally  disabled  has  become  an 
important  social  service  consideration.  Two  Montana  laws,  the 
Development  Disabilities  and  Facilities  Act  of  1974  (Title  71, 

Chapter  24,  R.C.M. , 1947)  and  the  Developmental  Disabilities 
Commitment  Act  of  1975  (Title  38.  Chanter  12.  R.C.M. . 1947)  both  deal 

with  the  treatment  of  the  develoomentallv  disabled. 

The  Act  of  1974  is  directed  at  the  provision  or  community- 

based  services.  The  general  purpose  of  this  Act  can  be  described 
in  the  following  manner: 

Community  Services 

The  Department  may  establish  and  administer  com- 
munity comprehensive  services,  programs,  clinics 
or  other  facilities  throughout  the  State  for  the 
purpose  of  aiding  in  the  prevention,  diagnosis, 
amelioration,  or  treatment  of  developmental  dis- 
abilities. Programs,  clinics  or  other  services 
may  be  provided  directly  by  state  agencies,  or 
indirectly  through  contract  or  cooperation  ar- 
rangements with  other  agencies  of  the  government, 
regional  or  local,  private  or  public  agencies, 
private  professional  persons  or  in  accredited 
health  or  long-term  care  facilities  (Section  71- 
2405) . 

The  Developmental  Disabilities  Commitment  Act  of  1975  (Title  38, 
Chapter  12,  R.C.M.,  1947)  revises  procedures  for  the  identification 
and  habilitation  of  the  developmentally  disabled  and  provides  for  the 
protection  of  their  human  rights.  This  Act  repeals  sections  of  and 
amends  the  developmental  disabilities  Acts  of  1943  and  1967  and  is 
part  of  a legislative  package  designed  to  improve  programs  and  to 
humanize  procedures  for  the  treatment  of  both  the  developmentally  dis- 
abled and  the  mentally  ill. 


31 


The  Developmental  Disabilities  Commitment  Act  establishes  the 
following  purposes: 

1)  to  secure  for  each  person  who  may  be  develop- 
mentally  disabled  such  treatment  and  habilitation 
as  will  be  suited  to  the  needs  of  the  person,  and 
to  assure  that  such  treatment  and  habilitation 
are  skillfully  and  humanely  administered  with  full 
respect  for  the  person's  dignity  and  personal  in- 
tegrity; 

2)  to  accomplish  this  goal  in  an  institutional  setting 
only  when  less  restrictive  alternatives  are  unavail- 
able or  inadequate  and  only  when  a person  is  so 
severely  disabled  as  to  require  institutionalized 
care; 

3)  to  accomplish  this  goal  whenever  possible  in  a com- 
munity-based setting;  and 

4)  to  assure  that  due  process  of  law  is  accorded  any 
person  coming  under  the  provisions  of  this  act. 

(Section  38-1201,  R.C.M. , 1947.) 

Influencing  this  Act  is  the  belief  that  persons  who  are  develop- 
mentally  disabled,  regardless  of  the  extent  of  their  disabilities,  are 
human  beings.  They  deserve  individualized  treatment  and  habilitation 
administered  "skillfully  and  humanely."  The  imposition  of  such  programs 
should  in  no  way  violate  their  dignity  and  personal  integrity. 

Moreover,  the  proper  place  of  those  who  are  developmentally  dis- 
abled, until  shown  to  be  otherwise,  is  assumed  to  be  in  the  community. 
Treatment  and  habilitation  should  not  be  designed  to  remove  them  from 
this  setting.  Treatment  and  habilitation  should  be  designed  to  in- 
crease their  capacity  for  maintaining  and  protecting  their  position 
there. 

To  assure  this  outcome,  the  commitment  Act  of  1975  provides  for 
the  protection  of  the  civil  rights  of  the  developmentally  disabled. 
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The  alleged  developmentally  disabled  are  guaranteed  an  adversary 
relationship  with  concerned  individuals  and  social  service  agencies. 
Moreover,  this  Act  denies  that  classification  as  developmentally  dis- 
abled, and  even  severely  developmentally  disabled,  is  grounds  for  the 
automatic  removal  of  civil  rights.  They  must  be  removed  singly  and 
only  through  due  process  of  law. 

Definitions 

The  commitment  Act  of  1975  defines  the  developmentally  disabled 
as  persons: 

suffering  from  disabilities  attributable  to  mental 
retardation,  cerebral  palsy,  epilepsy,  autism  or 
any  other  neurologically  handicapping  condition 
closely  related  to  mental  retardation  and  requiring 
treatment  similar  to  that  required  by  mentally  re- 
tarded individuals;  which  condition  has  continued 
or  can  be  expected  to  continue  indefinitely  and 
constitute  a substantial  handicap  of  such  individuals 
(Section  38-1202) . 

The  Act  distinguishes  between  the  developmentally  disabled  and  the 
seriously  developmentally  disabled.  The  latter  are  persons  "develop- 
mentally disabled  due  to  developmental  or  physical  disabilities  or  a 
combination  of  both  rendering  . . . them  unable  to  function  in  a com- 
munity-based setting"  (Section  38-1202) . This  distinction  enables  im- 
position of  habilitation  in  an  institutional  setting  on  persons  severly 
incapacitated  by  their  handicap  for  a maximum  period  of  one  year 
(Section  38-1209).  However,  no  adult  can  be  "compelled  against  his 
will  to  undertake  a course  of  treatment  and  rehabilitation  solely  be- 
cause he  is  developmentally  disabled."  He  can  be  forced  to  do  so 
"only  if  ...  [_ hlsj  disability  causes  him  to  be  unable  to  protect  his 


life  and  health"  (Section  38-1215,  R.C.M. , 1947). 
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The  Act  of  1975  defines  habilitation  as: 

the  process  by  which  a person  who  is  developmentally 
disabled  is  assisted  to  acquire  and  maintain  those 
life  skills  which  enable  him  to  cope  more  effectively 
with  the  demands  of  his  own  person  and  environment  and 
to  raise  the  level  of  his  physical,  mental  and  social 
efficiency.  Habilitation  includes  but  is  not  limited 
to  formal,  structured  education  and  treatment.  (Section 
38-1202,  R.C.M.  1947). 

It  is  important  to  note  that,  in  this  Act,  developmentally 
disabled  and  mentally  retarded  are  legally  but  not  clinically 
synonymous  terms.  All  mentally  retarded  persons  are  development- 
ally  disabled,  but  all  developmentally  disabled  persons  are  not 
mentally  retarded.  Developmental  disability  is  an  inclusive  term, 
the  general  nature  of  which  some  researchers  recognize  as  a source 
of  confusion. 


Historical  Background 

The  developmental  disabilities  Acts  of  1943  and  1967  established 
the  Montana  State  Training  School  and  Hospital  at  Boulder  and  the 
Eastmont  Training  Center  at  Glendivej  respectively.  The  responsib- 
ility of  the  former  was: 

the  mental,  moral  and  physical  education  and  training 
of  subnormal  persons  whose  defects  prevent  them  from 
receiving  proper  instruction  and  training  in  the  public 
school,  or  who  are  so  mentally  deficient  that  they  are 
incapable  of  managing  themselves  or  their  affairs 
independently  with  ordinary  prudence  or  of  being  taught 
to  do  so,  or  who  require  control  and  education  for  their 
own  welfare  and  the  welfare  of  others,  and  minors  whose 
intelligence  will  not  develop  without  such  care;  epileptics 
and  subnormal  adults  whose  defects  prevent  them  from 
taking  care  of  themselves  of  their  property,  or  who, 
from  social  standards,  are  a menace  to  society.  (Section 
38-802,  R.C.M.  1947). 

The  latter  institution  provides  "services  similar  to  those 
provided  at  Boulder  River  School  and  Hospital"  but  "may  not  be  a du- 
plication . . . but  shall  be  an  extension  thereof"  (Section  80-2310, 
R.C.M.  1947).  It  is,  properly  speaking,  a mental  reatrdation  center 
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"for  residential  and  outpatient  care  of  mentally  retarded  persons 
residing  in  Montana"  (Section  80-2310,  R.C.M.  1947). 

The  Act  of  1967  indicates  a trend  toward  deinstitutionalization, 
but  the  Act  of  1943  makes  clear  that,  traditionally,  the  policy  to- 
ward the  developmentally  disabled  was  to  segregate  and  institutionalize 
them.  They  were  not  merely  "sub-average"  in  intellect,  but  they  were 
"subnormal  persons."  The  intellect  itself  was  not  amoral,  but  moral. 
Consequently,  educational  and  training  efforts  intruded  even  into 
the  realm  of  morality. 

Moreover,  the  develomentally  disabled  were  "a  menace  to 
society"  from,  of  course,  prevailing  "social  standards."  Not  only 
did  their  "defects  prevent  them  from  taking  care  of  themselves  or 
their  property,"  but  also  from  respecting,  let  alone  understanding, 
the  rights  of  others — -presumably  the  persons  of  others  and  their 
property.  The  devleopmen tally  disabled  required  "control  and  ed- 
ucation for  their  own  welfare  and  the  welfare  of  others."  The 
intelligence  of  minors  in  particular  would  "not  develop  without 
such  care,"  and  epileptics  were  indiscriminately  grouped  with  "sub- 
normal adults." 

Moreover,  the  Act  of  1943  provides  for  the  transfer  of  "certain 
persons"  from  the  Montana  State  Training  School  at  Boulder  to  the 
Montana  State  Hospital  at  Warm  Springs  if  "from  . . . observation  of 

. . . [them]  and  from  . . . /theiij  actions  and  conduct"  they  are  con- 
cluded to  be  "disordered  in  . . . mind  to  such  an  extent  that  . . . /the^ 

are  not  . . . proper  person^V^  to  remain  in  such  school"  (Section  38- 
814,  R.C.M.  1947).  Treatment  at  Warm  Springs  is  compulsory,  and  deten- 
tion at  the  mental  hospital  can  last  the  "probable  duration  ...  of 
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the  disease"  (Section  38-814,  R.C.M.  1947). 

Yet  nowhere  does  this  provision  specify  procedures  for  safe- 
guarding the  civil  rights  of  these  "certain  persons."  They  do  not 
even  receive  a copy  of  their  transfer  order.  They  are,  after  all, 
subnormal — vegetables  with  no  potential  for  human  development — and 
they  have  no  rights.  They  are  capable  of  living  in  physically 
"unaesthetic"  surroundings  and  incapable  of  leading  a "normal"  life 
in  the  community.  The  prognosis  for  them  is  a life  of  dependency. 
Treatment  is  futile,  and  when  offered,  a privilege. 

Current  Thinking 

Underlying  the  Act  of  1943  and  its  bias  toward  institutional- 
ization was  what  is  known  as  the  "medical  model"  of  mental  retard- 
ation. This  model  used  one  source  of  data  for  determining  incap- 
acity: the  I.Q.  Test.  Consequently,  mental  retardation  was  viewed 

as  a static,  rather  hopeless  condition.  The  medical  model  over- 
emphasized pathology  and  stressed  limitations  rather  than  potential. 

Currently,  as  in  the  Act  of  1975,  the  "developmental  model"  of 
mental  retardation  is  used  to  define  developmental  disability.  This 
model  stressed  adaptive  behavior  rather  than  the  intelligence  quotient, 
and  consequently,  mental  retardation  and  developmental  disability,  are 
viewed  as  dynamic,  not-so-heipless  conditions.  The  developmental 
model  minimizes  pathology  and  emphasizes  potential  and  growth  rather 
than  limitations. 

In  this  model,  adaptive  behavior  is: 

the  effectiveness  or  degree  with  which  the  individual 
meets  the  standards  of  personal  independence  and 
social  responsibility  expected  of  his  age  and  cultural 
group.  (American  Association  on  Mental  Deficiency,  197 3 ; 12 ) . 
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Standards  or  expectations  change  from  age  group  to  age  group;  in 
fact,  they  develop.  During  infancy  and  early  childhood,  the  demand 
is  for  the  development  of  sensory-motor  skills,  communication 
skills,  including  speech  and  language;  and  self-help  skills.  The 
process  of  socialization  or  interaction  with  others  is  begun. 

During  childhood  and  early  adolescence,  the  demand  is  for 
the  application  of  basic  academic  skills  to  daily  life  and  of 
appropriate  reasoning  and  judgement  in  response  to  the  environment. 
Socialization  progresses  to  participation  in  group  activities 
and  development  of  interpersonal  relationships.  During  late 
adolescence  and  adult  life,  the  demand  is  for  vocational  and 
social  responsibility  and  performance. 

The  point  is  that  all  individuals,  including  the  development- 
ally  disabled,  are  subject  to  these  standards  or  expectations,  and 
all  suffer  deficits  in  adaptive  behavior  at  different  ages.  No  one 
escapes.  From  this  very  human  circumstance  issues  the  principle  of 
"normalization,"  and  the  promotion  of  deinstitutionalization:  that 

is,  "helping  the  developmentally  disabled  . . . obtain  an  existence 

as  close  to  normal  as  possible"  (W.  Wolf ensberger , 1972;  72).  From 
this  very  human  circumstance  grows  the  conviction  that  it  is  grossly 
unfair  to  handicap  the  already  handicapped  by  denying  them  their 
basic  human  rights. 

The  developmental  model  enables  the  Act  of  1975  to  posit  an 
individual,  albeit  developmentally  disabled,  as  normal  as  possible  in 
regard  to  these  rights.  His  potential  for  development,  regardless  of 
the  extent  of  his  disability,  is  affirmed.  His  place  in  the  community, 
and  his  right  to  contibute,  however  minimally,  to  its  well-being,  is 
affirmed.  He  has  not  a privilege,  but  a right  to  treatment  in  the  community. 
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Deinstitutionalization,  that  is,  treating  patients  outside  of  large 
institutions,  is  the  current  trend  in  caring  for  the  handicapped.  De- 
institutionalization is  characterized  by  community-based  services  and 
the  idea  of  "the  least  restrictive  alternative." 

These  community-based  services  are  services  delivered  to  the 
developmentally  disabled  in  their  native  communities  or  proximal  to 
their  native  communities,  since  reintegration  and  involvement  are 
important  aspects  of  community-based  services.  The  provision  of 
community-based  services  has  been  directed  by  the  thought  that  the 
developmentally  disabled  be  treated  as  normal  individuals. 

The  other  aspect,  the  least  restrictive  alternative,  concerns 
the  human  rights  of  the  handicapped.  This  is  a check  to  insure 
individuals  against  being  institutionalized  when  alternatives  are 
feasible  and  possible  such  that  individuals’  lives  will  be  minimally 
interrupted  or  disturbed  by  the  therapy  process  itself. 

Therefore,  since  it  is  now  recognized  that  the  most  effective  and 
humane  treatment  takes  place  within  community  settings,  this  is  where 
the  major  emphasis  for  treatment  of  developmental  disabilities  should  be. 

Conclusion 

Somewhat  self-righteous  in  tone,  and  unduly  paternalistic  in 
intent,  the  earlier  developmental  disabilities  Acts  of  1943  and  1967 
channeled  the  developmentally  disabled  into  institutions  and  cast 
upon  them  the  curse  of  the  "self-fullfilling  prophecy."  For  the 
developmentally  disabled,  it  was  a no-win  proposition.  Because  they 
were  viewed  as  subnormal,  they  were  treated  as  subnormal,  and  they  had 
no  recourse  against  ill  and  inhumane  treatment.  It  would  take  a strong 
"normal"  man,  even  with  the  due  process  'provisions  of  the  new  Act 


38 


of  1975,  to  ward  off  such  a spell. 

But  the  new  developmental  disabilities  Act  makes  a beginning. 

It  reverses  the  logic  of  the  earlier  Acts  of  1943  and  1967,  and 
provides  the  developmentally  disabled  with  the  means  of  altering 
the  ambience  in  which  they  find  themselves.  They  cannot,  of  course, 
do  it  alone.  As  they  move  out  into  the  community,  into  group  homes 
or  private  dwellings,  they  meet  with  a reception  that  is  not  always 
warm.  For  some  in  the  community-at-large,  passing  a new  law  is  one 
thing  and  assuring  the  success  of  its  implementation  is  another.  It 
is  not  always  easy  to  accept  as  "normal"  a group  home  for  the  develop- 
mentally disabled  in  the  neighborhood.  Though  all  of  us  suffer  deficits 
in  adaptive  behavior  at  different  ages,  not  all  of  us  are  equally 
accepting  of  their  deficits. 
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MENTAL  HEALTH  SERVICES 

Passed  by  the  1975  session  of  the  Montana  Legislature  as  a package, 
both  the  Mental  Commitment  and  Treatment  Act  (Title  38,  Chapter  13, 

R.C.M.  1947)  and  the  Developmental  Disabilities  Commitment  Act  (Title  38, 
Chapter  12,  R.C.M.  1947)  favor  deinstitutionalization,  or,  in  the  words  of 
these  acts,  "less  restrictive  alternatives;"  both  insist  on  strict  due 
process  before  any  rights  may  be  removed  from  persons  under  their 
aegis;  and  both  may  be  served  by  the  same  Mental  Disabilities  Board. 

However,  there  are  differences  between  these  Acts.  The  latter  em- 
phasizes habilitation,  and  in  a community  setting,  of  the  development- 
ally  disabled;  the  former  is  "primarily  concerned  with  the  process  of 
involuntary  commitment"  (Montana,  Office  of  the  Governor,  1975a;  3). 

The  latter's  goal  is  to  prevent  the  institutionalization  of  the  dev- 
elopmentally  disabled,  because  habilitation  is  believed  generally  to 
occur  most  successfully  in  a normal  setting;  the  former's  goal  is  to  re- 
move the  mentally  ill  from  the  community,  to  isolate  them  in  an  institution, 
for  the  purpose  of  rehabilitation : "return  to  a useful,  productive 

life  within  the  community"  (Montana,  Office  of  the  Governor,  1975a;  3). 

The  Mental  Commitment  and  Treatment  Act  of  1975  establishes 
the  following  purposes: 

1)  to  secure  for  each  person  who  may  be  seriously 
mentally  ill  or  suffering  from  a mental  disorder 
such  care  and  treatment  as  will  be  suited  to  the 
needs  of  the  person,  and  to  ensure  that  such  care 
and  treatment  are  skillfully  and  humanely  admin- 
istered with  full  respect  for  the  person's  dignity 
and  personal  integrity; 
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2)  to  deprive  a person  of  his  liberty  for  purposes 
of  treatment  or  care  only  when  less  restrictive 
alternatives  are  unavailable  and  only  when  his 
safety  or  the  safety  of  others  is  endangered,  and 
to  provide  for  due  process  of  law  when  this  is 
done,  (Section  38-1301,  R.C.M.  1947) 

Definitions 

This  Act  defines  a mentally  ill  person  as  one  "suffering  from 
a mental  disorder"  or  "any  organic,  mental,  or  emotional  impairment 
which  has  substantial  adverse  effects  on  an  individual’s  cognitive 
or  volitional  function"  (Section  38-1302,  R.C.M.  1947).  In  contrast,  the 
Warm  Springs  State  Hospital  and  Mental  Health  Centers  Act  (Title  80, 
Chapter  24,  R.C.M.  1947)  defines  mental  illness  as  "mental  disease 
to  such  extent  that  a person  so  afflicted  requires  care  and  treat- 
ment for  his  own  welfare,  or  the  welfare  of  others,  or  of  the  com- 
munity" (Section  80-2412) • 

The  Act  of  1975  distinguishes,  however,  between  a person  mentally 

ill,  who  may  voluntarily  seek  commitment  and  treatment,  and  a person 

"seriously  mentally  ill,"  who  may  be  involuntarily  commited  "for 

purposes  of  treatment  or  care."  The  latter  is  defined  as  a person: 

suffering  from  a mental  disorder  which  has  resulted  in 
self-inflicted  injury  or  injury  to  others,  or  the 
imminent  threat  thereof;  or  which  has  deprived  the 
person  afflicted  of  the  ability  to  protect  his  life 
or  health  (Section  38-1302,  R.C.M.  1947). 

In  this  definition,  "injury"  must  be  actual,  an  accomplished 
fact,  and  clearly  related  to  the  mental  disorder.  Moreover,  "in- 
jury" must  be  not  emotional,  but  physical.  "Conduct  which  annoys, 
upsets,  or  even  appalls"  is  not  an  "injury,"  though  it  may  indicate 
an  "imminent  threat  thereof."  An  imminent  threat  of  injury,  however. 
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must  be  an  injury  "impending,  likely  to  happen  at  any  moment."  Injury 
must  be  not  possible,  but  probable.  (See  Montana,  Office  of  the  Governor, 
1975a;  5).  The  term  "inability  to  protect  life  or  health"  introduces 
"possibility  of  injury"  into  the  definition.  Injury  here  need  not  be 
actual,  or  probable,  but  merely  possible.  In  short,  a condition,  as 
opposed  to  an  action  or  an  impending  action,  is  also  grounds  for  commitment. 

The  Act  of  1975  further  distinguishes  between  the  seriously  men- 
tally ill  and  the  developmentally  disabled,  who  may  not  be  involunt- 
arily committed  "unless  . . . their  condition  causes  . . . them  to 
be  seriously  mentally  ill  within  the  meaning  of  this  Act."  Epilepsy, 
mental  deficiency,  mental  retardation,  and  senility  are  not,  in  and 
of  themselves,  grounds  for  commitment.  (See  38-1302,  R.C.M.  1947).  In 
support  of  this,  the  Warm  Springs  State  Hospital  and  Mental  Health  Centers 
Act  distinguishes  between  mental  deficiency  and  mental  illness;  however, 
it  also  provides  for  the  care  of  both.  In  this  Act,  mental  def- 
iciency is: 

as  defined  by  appropriate  clinical  authorities  to 
such  extent  that  a person  so  afflicted  is  incapable 
of  managing  himself  and  his  affairs,  but  shall  not 
include  mental  illness  as  defined  herein  (Section 
80-2412,  R.C.M.  1947). 

This  definition  corresponds  to  "seriously  developmentally  dis- 
abled" as  defined  in  the  Developmental  Disabilities  Commitment  Act. 

In  this  Act,  a finding  of  "serious  developmental  disability  enables 
imposition  of  habilitation  in  an  institutional  setting  on  a person 
sever ly  incapacitated  by  his  handicap  for  a maximum  period  of  one  year. 

Historical  Background 

Until  1943,  the  Warm  Springs  State  Hospital  was  known  as  the 
"state  insane  asylum"  (Section  38-101,  R.C.M.  1947).  Until  1967,  it 
was  known  as  the  "Montana  State  Hospital." 
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The  purpose  of  the  "Montana  State  Hospital,"  as  reflected  in 
the  powers  and  duties  of  the  State  Board  of  Commissioners  for  the 
Insane,  was  "to  provide  for  the  care,  custody,  maintenance,  and 
treatment  of  the  insane  in  a safe  and  suitable  building  or  build- 
ings for  that  purpose"  (Section  38-103,  R.C.M.  1947).  The  inmates 
were  to  be  "properly  cared  for  in  respect  to  clothing,  food,  and  medical 
attendance,  and  . . . have  proper  apartments"  (Section  38-103,  R.C.M. 
1947).  If  they  had  "curable  diseases,"  they  were  to  be  examined  by  the 
hospital  medical  staff  "every  six  months"  (Section  38-111,  R.C.M.  1947) 
However,  postal  rights  of  insane  patients  were  restricted  and 
controlled : 

Each  . . . [was]  allowed  to  choose  one  person,  in  no  way 
connected  with  such  asylum  or  place,  to  whom  he  . . . 

/couldj  write  whenever  and  whatever  he  . . . desire^dj, 
and  over  the  letters  to  such  person  there  . . . could 
be  no  censorship  exercised  or  allowed  by  any  asylum 
official,  contractor,  employee,  or  other  person  (Section 
38-112,  R.C.M.  1947), 

Every  three  months,  the  patient  has  a "right"  to  choose  a different 
person  for  his  correspondent"  (Section  38-112,  R.C.M.  1947).  To 
assure  that  these  postal  rights  were  "as  free  and  unrestricted  as  . . . 
those  of  any  resident  of  the  state,"  the  person  in  charge  of  the  asylum 
had  to  "furnish  to  every  patient  thereof,  suitable  material  for  writing, 
enclosing,  sealing,  stamping,  and  mailing  letters  at  least  twice  a week, 
(Italics  added.  Section  38-113,  R.C.M.  1947).  However,  letters  de- 
posited in  the  asylum  post-office  box  were  required  to  be  collected  and 
"placed  in  the  United  States  mail  for  delivery"  only  "once  every  week" 
(Section  38-114,  R.C.M.  1947).  When  "mailing"  his  letter  at  the  asylum 
postoffice  box,  the  patient  was  to  be  "accompanied  by  an  attendant  when 
necessary ; however , the  attendant  was  "required  in  all  cases  to  see 
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that  these  letters  . . . [yrerej  directed  to  the  patient's  correspondent, 
and  if  they  . . . £wer ej  not  so  directed  they  . . . /had  toj  be  held 
subject  to  the  disposal  of  the  person  in  charge"  (Section  38-114). 

The  name  of  the  patient's  correspondent  had  to  be  posted  "in  some 
place  in  the  asylum"  (Section  38-115,  R.C.M.  1947). 

In  this  setting,  an  insane  person  was  one  "dangerous  to  be  at 
large"  or  "so  far  disordered  in  mind  as  to  endanger  the  health,  person, 
or  the  property  of  himself,  or  of  others"  (Section  38-201,  R.C.M.  1947). 
Brought  to  hearing,  the  person  charged  with  insanity  was  "inform£ed7 
. . . of  his  rights  to  make  a defense  . . . and  produce  any  witnesses 
in  relation  thereto"  (Section  38-201,  R.C.M.  1947).  The  burden  of 
proof  lay  on  his  shoulders.  Moreover,  in  the  absence  of  the  district 
judge  from  his  county,  he  could  be  committed,  pending  legal  commitment, 
by  the  county  physician  if  he  were  "suffering  from  acute  mania  or  circular 
insanity  and  require/dj  immediate  hospitalization"  (Section  38-208.1, 
R.C.M.  1947). 

Current  Thinking 

Under  these  old  acts,  commitment  was  for  the  purpose  of  removing 

the  "dangerously  insane"  from  the  community,  and,  as  the  process 

of  commitment  shows,  the  safety  of  the  community  was  paramount  to 

the  rights  of  the  individual.  His  proper  place  was  shown  to  be  in 

an  institution  essentially  custodial  in  nature,  but  at  its  worst, 

characterized  by  neglect,  punitive  and  dehumanizing.  The  institution 

was  total,  and  the  new  patient  found  himself: 

clearly  stripped  of  many  of  his  accustomed  affirmations, 
satisfactions,  and  defenses,  and  . . . subjected  to  a 

rather  full  set  of  mortifying  experiences:  restriction 

of  free  movement,  communal  living,  diffuse  authority 
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of  a whole  echelon  of  people,  and  so  on.  Here  one 
learn^edj  about  the  limited  extent  to  which  the 
conception  of  oneself  can  be  sustained  when  the  usual 
setting  of  supports  for  it  are  suddenly  removed.  (Goffman, 

1959;  134). 

Prolonged  institutionalization  in  a restrictive  and  punitive 
environment  was  "justified"  because  mental  illness  was  "a  disease 
with  moral  and  psychiatric  parameters."  Behavior  was  not  viewed  as 
deviation  from  norms  or  standards  set  rather  arbitrarily  by  a par- 
ticular society  or  by  a particular  dominant  group  in  that  society. 

It  was  viewed  as  "symptoms  of  maladjustment"  or  "abnormality."  The 
individual  was  "wrong"  or  "ill."  That  the  society  might  also  be 
ill,  and  the  cause  or  creator  of  mental  illness,  was  not  recognized. 

The  problem  was  taken  as  essentially  a personal  one. 

In  large  part,  the  new  Act  of  1975  abandons  this  disease  model 
of  mental  illness  and  embraces  a psychological-social  one.  The  new 
Act  considers  behavior  in  terms  of  deviation  and  sees  mental  illness, 
to  some  extent,  as  "myth":  "that  standards  by  which  patients  are 

defined  as  sick  are  psycho-social,  ethical,  and  legal  not  medical" 
(Mechanic,  1969;  17).  That  the  society  to  which  an  individual  belongs 
might  also  be  ill,  the  cause  and  creator  of  mental  illness,  is  recognized. 
The  problem  is  not  only  personal,  but  also  social. 

Accordingly,  the  new  Act  defines  the  "mentally  ill"  as  much  by 
nonconforming  or  socially  or  legally  deviant  conduct  as  by  traditional 
concepts  of  mental  disorders.  It  not  only  restores  to  these  indiv- 
iduals their  full  human  rights,  but  it  also  obligates  the  community 
to  prevent  mental  illness  and  the  need  for  institutionalization.  In 
fact,  the  mentally  ill  have  a right  to  individualized  care  and  treat- 
ment "skillfully  and  humanely  administered  with  full  respect  for  . . . 


45 


\j:heir]\  diginity  and  personal  integrity."  Treatment  and  care  must 
represent  the  "least  restrictive  alternative,"  a stipulation  that 
favors  prevention  of  mental  illness  by  encouraging  community-based 
care  rather  than  institutional  care. 

Moreover,  an  institution  for  their  care  and  treatment,  should 
the  mentally  ill  find  themselves  in  one,  must  never  be  purely  cus- 
todial in  nature,  nor  unduly  restrictive  and  punitive.  It  represents 
the  least  restrictive  alternative  oriented  toward  rehabilitation 
or  return  to  the  community. 

To  assure  this,  the  Act  specifies  that  the  initial  period  of 
commitment  is  three  months,  renewable  for  six  months,  and  thereafter 
renewable  annually.  Commitment  is  possible  only  by  court  order. 

Renewal  of  commitment  must  continue  to  represent  the  least  restrictive 
alternative  fostering  return  to  the  community.  (See  Section  38-1316, 
R.C.M.  1947). 

Moreover,  while  in  an  institution  for  their  care  and  treatment, 
the  mentally  ill  may  not  have  their  rights  restricted,  except  by 
court  order  and  to  the  extent  necessary  to  affect  rehabilitation. 

They  must  have  free  access  to  the  telephone  and  mail  service.  They 
have  the  right  to  privacy.  (See  Section  38-1317,  R.C.M.  1947).  In 
general,  they  may  not  be  forced  to  work,  and  all  such  work  must  be  part 
of  a rehabilitation  plan.  Such  work  may  never  be  punitive,  and  must 
always,  unless  the  work  is  strictly  therapeutic,  be  fairly  compensated. 
(See  Section  38-1318,  R.C.M.  1947).  In  short,  all  their  rights  are 
protected,  even  after  classification  and  commitment,  and  may  only  be 
removed  under  stringently  defined  circumstances.  (See  Section  38-1313, 
R.C.M.  1947). 
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Furthermore,  in  the  commitment  procedures  the  rights  of  the 
mentally  ill  are  balanced  against  the  rights  of  the  community.  The 
mentally  ill  may  be  committed  only  if  "less  restrictive  alternatives 
are  unavailable,"  and  only  if  they  endanger  the  safety  of  themselves 
or  others.  For  purposes  of  commitment,  they  must  be  adjudged  "ser- 
iously mentally  ill"  "beyond  a reasonable  doubt."  The  burden  of  proof 
.is  on  the  State.  (See  Section  38-1306,  R.C.M.,  1947). 

Community-based  services  and  the  least  restrictive  alternatives 
are  recent  developments  directed  at  eliminating  large  institutions. 

With  respect  to  the  treatment  of  mental  illness,  as  it  has  already 
been  pointed  out,  "total"  institutions  developed  into  non-therapeut ic 
organizations  which  perpetuated  mental  illness  rather  than  cured  it, 
as  well  as  depriving  the  mentally  ill  of  their  rights.  Community-based 
services  seek  to  reverse  the  effects  of  institutions;  reintegrating  the 
mentally  ill  into  the  community  is  the  nature  of  community-based  services. 
If  the  mentally  ill  are  never  removed  from  the  community,  it  is  that  much 
easier  to  maintain  them  as  part  of  the  community. 

Curing  mental  illness  has  been  a problem  for  considerable  time. 

The  recent  change  in  the  type  of  treatment  represents  a change  in  the 
therapy  model  as  well  as  in  a conceptualization  of  the  mentally  ill. 

Therapy  in  the  community  partly  stems  from  the  recognition  that 
mental  illness  is  social  as  well  as  psychological.  This  is  something 
previous  theories  and  therapies  overlooked.  This  perspective  of  mental 
illness  emphasizes  a social,  rather  than  a psychological  etiology;  that 
is,  mental  illness  is  seen  as  a product  of  social  conditions.  Although, 
social  environments  are  recognized  as  a major  contributor  to  mental 
illness,  they  are  likewise  recognized  as  the  best  setting  for  rehabil- 
itation, since  community-based  services  allow  the  mentally  ill  to  con- 


tinue their  lives  in  a normal  manner. 


Social  interaction  in  the  community 
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is  considered  therapeutic.  Isolation  and  segregation  are  no  longer 
considered  desirable  in  curing  mental  illness. 

Conclusion 

In  mandating  "less  restrictive  alternatives"  for  the  mentally 
ill,  the  Mental  Commitment  and  Treatment  Act  of  1975  encourages 
deinstitutionalization  and  community-based  services  for  these  in- 
dividuals. The  Act  presupposes  that  institutions,  with  their  ceremonies 
of  degradation,  are  nonrehabilitat ive , and  that  prevention  is  superior 
to  rehabilitation.  The  Act  further  presupposes  that  rehabilitation  is 
best  undertaken  in  familiar  surroundings,  where  the  communitiy’s  inter- 
action with  the  mentally  ill  is  not  only  possible,  but  obligatory. 

Yet,  despite  this  design,  it  is  in  the  area  of  community-support 
systems  that  the  implementation  of  the  Act  of  1975  is  running  aground. 

A person  who  has  been  adjudged  seriously  mentally  ill  and  whc  has  been 
committed  to  a mental  institution  bears  a stigma  upon  his  return  to 
the  community,  and  it  is  here  among  the  rest  of  us  that  he  needs  the 
most  help  and  understanding. 
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ALCOHOL  TREATMENT  SERVICES 

"That  suffering  should  be  relieved  regardless  of  the  person,  his 
contribution  to  society,  or  the  manner  in  which  the  suffering  was  brought 
about"  is  a belief  of  our  nation  (?laut,  1967;  24).  Until  recently, 
however , this  conviction  has  not  covered  the  plight  of  the  alcoholic. 

The  alcoholic  was  seen  as  an  undesirable,  morally  inferior  person.  He 
contributed  nothing  to  society,  except  what  he  needed  for  his  next  drink. 
He  was  thought  to  be  responsible  for  his  own  suffering. 

Recently,  however,  our  attitude  toward  the  alcoholic  has  changed. 

He  is  now  seen  as  an  ill  person  whose  personal  disorganization  is  a 
threat  not  only  to  himself,  but  also  to  those  around  him.  Alcoholism 
is  considered,  then,  not  only  a personal  problem,  but  also  a social 
problem  warranting  governmental  intervention.  It  is  often  responsible 
for  dependent  families,  broken  homes,  divorce,  desertion,  deprived 
and  displaced  children,  unproductive  human  beings,  deaths,  traffic 
accidents,  and  crime.  All  these  conditions  are  viewed  as  detrimental 
to  the  general  welfare. 

Definitions 

Present  Montana  State  Law  defines  an  alcoholic  as  "a  person  suf- 
fering from  the  illness  of  alcoholism"  (Section  80-1705,  R.C.M.  1947). 

It  further  defines  an  alcoholic  as: 

. . . a person  who  habitually  lacks  self-control  as  to 
the  use  of  alcoholic  beverages,  or  uses  alcoholic 
beverages  to  the  extent  that  his  health  is 
substantially  impaired  or  endangered  or  his  social 
and  economic  function  is  substantially  disrupted  (Section 
80-2709,  R.C.M.  1947). 
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Present  Montana  State  law  defines  alcoholism  as: 

...a  chronic  illness  or  disorder  of  behavior 
characterized  by  repeated  drinking  of  alcoholic 
beverages  to  an  extent  which  endangers  the  drinker's 
health,  interpersonal  relations  or  economic 
functioning,  or  to  an  extent  which  endangers  the 
public  health,  welfare,  or  safety  (Section  80-1705, 
R.C.M.  1947). 


Present  State  law  distinguishes  between  an  alcoholic  and  an 

"intoxicated  person."  It  defines  the  latter  as  one  "whose  mental 

or  physical  functioning  is  substantially  impaired  as  a result  of 

the  use  of  alcohol"  (Section  80-2709,  R.C.M.  1947).  Present  State  law 

distinguishes  between  an  alcoholic  and  a person  "incapacitated  by 

alcohol."  It  defines  the  latter  as  one  who: 

...as  a result  of  the  use  of  alcohol,  is  unconscious 
or  has  his  judgement  otherwise  so  impaired  that  he  is 
incapable  of  realizing  and  making  a rational  decision 
with  respect  to  his  need  for  treatment  (Section  80-2709, 
R.C.M.  1947). 


Neither  the  intoxicated  person  nor  the  person  incapacitated  by 
alcohol  is  necessarily  "incompetent."  Present  State  law  defines 
an  incompetent  person  as  one  "who  has  been  adjudged...  Cs°]  by  the  district 
court"  (Section  80-2709,  R.C.M.  1947).  Neither  the  intoxicated  person 
nor  the  person  incapacitated  by  alcohol  is  necessarily  an  alcoholic, 
though  all  three  may  have  substantially  impaired  or  impaired  judge- 
ments and  be  dangers  to  themselves  and  others.  The  key  term  in  the 
legal  definition  of  an  alcoholic  is  habitually  lacks  self-control  as 
to  the  use  of  alcoholic  beverages.  Neither  the  intoxicated  person 
nor  the  person  incapacitated  by  alcohol  may  be  habitually  lacking  in 
this  self-control. 

These  distinctions  are  important  because  they  make  clear  that 
drinking  itself,  even  to  excess,  is  neither  a crime  nor  an  illness. 
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Driving  while  intoxicated  is,  of  course,  a misdemeanor.  But  public 
intoxication  is  not  a criminal  offense  (Section  80-2724,  R.C.M.  1947).  A 
peace  officer  may  detain  anyone  who  is  apparently  intoxicated  or  incapacitat- 
ed., but  only  for  that  person’s  own  protection  (Section  80-2724,  R.C.M.  1947). 
Moreover,  intoxication  and  incapacitation  become  an  illness  only  when, 

for  the  purpose  of  institutionalization,  a person  is  shown  "habitually" 
to  lack  self-control  in  the  use  of  alcoholic  beverages.  He  must  be 
certified  an  alcoholic  by  a licensed  physician  two  days  before  the  filing 
of  a petition  for  involuntary  commitment  (Section  80-2718,  R.C.M.  1947). 

The  notion  of  self-control  is  central  to  an  understanding  of  these 
definitions.  Alcohol  is  seen  to  threaten,  then  to  undermine  an 
individual’s  ability  to  act  responsibly,  so  the  individual  must  ex- 
ercise control  in  its  use.  Habitual  lack  of  self-control  might  in- 
dicate a dependency  on  alcohol.  In  order  to  cope  with  one’s  personal, 
social  and  economic  responsibilities,  one  needs  the  palliative  effect 
of  alcoholic  beverages.  Habitual  lack  of  self-control  might  also 
indicate  the  inability  to  stop  using  these  beverages  after  one  has 
started  on  this  course  of  dependency.  Alcohol  undermines,  however, 
both  one's  ability  to  cope  with  responsibilities  and  one’s  ability  to 
turn  from  this  course. 

Historical  Background 

Historically,  our  attitude  toward  alcohol  and  the  consumption 
of  alcohol  has  been  marked  by  ambivalence.  On  the  one  hand,  the 
belief  persisted,  and  still  persists,  that  something  is  intrinsically 
wrong  about  all  drinking  and  that  all  drinking  is  of  one  and  the  same 
type.  On  the  other  hand,  the  belief  also  persisted  that  there  was 
nothing  wrong  with  drinking  if  it  was  done  with  moderation.  The  social 
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drinker  was  not  the  same  as  the  drunk  on  the  sidewalk.  Alcohol  was 
amoral.  Morality  came  with  the  use  to  which  it  was  put. 

This  ambivalence  can  be  seen  in  the  history  of  the  Eighteenth 
Amendment  which  prohibited  the  use  of  alcoholic  beverages  and  the 
Volstead  Act  for  its  enforcement.  On  the  one  hand,  the  Senate  and 
the  House  passed  the  Amendment  without  much  debate,  and  two  months 
later,  enough  state  legislatures  had  ratified  it  to  make  it  a part 
of  the  Constitution.  Except  for  Woodrow  Wilson’s  veto,  the  Volstead 
Act  was  passed  with  even  less  trouble.  Finally,  however,  Congress 
failed  to  provide  enough  funds  for  this  Act,  so  enforcement  of  the 
Amendment  was  doomed.  The  people  themselves  went  on  drinking,  and 
organized  crime  received  a tremendous  boost. 

This  ambivalence  is  thought  to  have  complicated  the  development 
of  sensible  programs  for  the  treatment  of  alcoholics  and  the  control 
of  alcohol  consumption.  It  filled  the  air  with  emotionalism.  On  the 
one  hand,  those  who  believed  that  all  drinking  was  wrong  resisted  the 
treatment  of  alcoholics  because  treatment  denied  their  basic  pro- 
position. The  alcoholic  did  not  deserve  treatment,  but  incarceration. 
On  the  other  hand,  those  who  believed  that  drinking  in  moderation  was 
all  right  did  not  necessarily  support  treatment.  The  alcoholic  was 
not  ill,  but  morally  weak.  This  belief  thwarted  any  impulse  to  help 
the  alcoholic.  Both  parties,  while  opposed  to  each  other,  stig- 
matized the  alcoholic  as  morally  inferior. 

This  emotionalism  is  believed  to  have  prevented  the  development 
of  a comprehensive  program  for  dealing  with  alcoholism  and  alcohol 
abuse.  Instead,  special  programs  such  as  Alcoholics  Anonymous  were 
encouraged  to  flourish.  Such  programs  could  only  handle  the  problem 
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piecemeal.  Further,  this  emotionalism  is  considered  to  have  forced 
the  broad  nature  of  the  problem  to  be  ignored.  Alcoholism  program 
workers  "acted  as  though  cultural  attitudes  about  drinking  and  ab- 
staining were  not  relevant  to  the  provision  of  treatment  services  or 
to  the  prevention  of  problem  drinking."  (Plaut,  1967;  14). 

Consequently,  the  alcoholic  came  to  be  viewed  with  disgust  and 
with  less  sympathy  than  most  other  dependent  individuals.  The  re- 
sult was  a policy  of  neglect  in  the  area  of  services. 

In  virtually  all  American  communities,  problem  drinkers 
are  likely  to  receive  less  adequate  care  than  individuals 
with  other  kinds  of  difficulties.  (Plaut,  1967;  21). 

Medical  insurance  plans  did  not  cover  alcoholism.  Indigent  drinkers 

usually  received  only  emergency  medical  (life  sustaining)  services. 

/ 

Law  enforcement  maintained  a "revolving  door"  policy  of  arrest.  There 
was  no  lobby  to  represent  alcoholics. 

In  fact,  "therapeutic  nihilism"  characterized  the  treatment  of 
alcoholics.  Therapeutic  nihilism  is  based  on  the  belief  that  alcoholics 
can  not  be  helped  by  professional  treatment.  Doctors  and  social  work- 
ers were  no  different  than  anyone  else.  They  viewed  alcoholism  as  a 
self-inflicted  condition  and  the  result  of  moral  weakness.  Alcoholics 
were  shunned  rather  than  treated. 

Therapeutic  nihilism  invaded  even  the  existing  treatment  pro- 
grams. Former  alcoholics  were  regarded  as  either  "successful"  or 
"unsuccessful."  The  unsuccessful  were  vividly  remembered,  but  the 
successful  were  soon  forgotten.  Those  who  were  helped  by  AA  or  who 
spontaneously  recovered  on  their  own  were  generally  not  known  or  not 
considered  in  any  reckoning  of  attitudes  toward  the  alcoholic.  After 
all,  alcoholism  was  self-inflicted,  and  belief  in  the  alcoholic’s  rehabili- 
tative capacity  was  not  very  strong.  These  prejudices  made  it  dif- 
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ficult  for  the  afflicted  to  obtain  needed  or  adequate  services. 

Current  Thinking 

In  Driver  v.  Hinnart , 356  F.2d  761,  the  U.S.  Fourth  Circuit  Court 

of  Appeals  ruled  that  "a  two  year  sentence  imposed  on  Mr.  Driver  for 

public  drunkenness  was  cruel  and  unusual  punishment"  (Plaut , 1967;  14). 

...the  state  cannot  stamp  an  unpretending  chronic 
alcoholic  as  a criminal  if  his  drunken  display  is 
involuntary  as  a result  of  disease.  However,  nothing 
we  have  said  precludes  appropriate  detentions  of  him 
for  treatment  and  rehabilitation  so  long  as  he  is 
not  marked  as  a criminal. 

In  Easter  v.  District  of  Columbia.  361  F.2d  50,  the  U.S.  Court 
of  Appeals  for  the  District  of  Columbia  ruled  that  "chronic  alcoholism" 
was  a defense  against  a drunkenness  charge  because  the  defendant  "has 
lost  the  power  of  self-control  in  the  use  of  intoxicating  beverages." 

These  two  decisions  were  instrumental  in  establishing  the  pre- 
sent view  of  alcoholism  as  a disease.  They  were  precedents  for  de- 
criminalizing alcoholism.  Henceforth,  the  alcoholic  was  to  be  treated 
rather  than  punished.  Losing  the  power  of  self-control  in  the  use 
of  intoxicating  beverages  was  not  a crime,  but  an  illness.  An  illness 
could  be  cured,  an  ill  person  rehabilitated. 

In  reconsidering  the  case  of  the  alcoholic,  the  Court  rejected  the 
legal  model  of  the  problem  in  favor  of  the  medical-social.  The  latter 
is,  undoubtedly,  a more  humane,  if  not  more  accurate,  one.  The 
former  precludes  cure  and  rehabilitation.  It  is  based  on  a hard,  narrow, 
almost  Calvinist ic  view  of  human  nature.  Sin  is  original.  Depravity 
is  total,  atonement  limited.  Men  are  predestined  either  to  eternal 
blessedness  or  to  eternal  condemnation.  On  the  other  hand,  the  latter 
encourages  cure  and  rehabilitation.  It  is  based  on  a belief  in  human 
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dignity  or  merit.  A man’s  afflictions  may  have  medical  and  social 
causes  and  be  beyond  the  reach  of  a purely  personal  solution,  but  with 
the  help  of  others,  he  can  become  self-sufficient  and  self -maintaining . 
He  can  become  again  a productive  member  of  society. 


Conclusion 


It  is  interesting  to  note  that  the  change  in  attitude  toward 
alcoholism  has  brought  with  it  special  problems  for  social  service 
and  law  enforcement  agencies.  Since  the  alcoholic  is  no  longer  a 
criminal,  and  we  are  determined  to  help  him,  his  civil  rights  are 
often  brought  into  jeopardy.  For  instance,  Montana  State  law  pro- 
vides for  the  involuntary  commitment  of  alcoholics. 

A person  may  be  committed  to  the  custody  of  the 
department  of  institutions  by  the  district  court 
upon  the  petition  of  his  spouse  or  guardian,  a 
relative,  the  certifying  physician,  or  the  chief 
of  any  public  treatment  facility.  The  petition 
shall  allege  that  the  person  is  an  alcoholic  who 
habitually  lacks  self-control  as  to  the  use  of 
alcoholic  beverages  and  that  he  (a)  has  threatened, 
attempted,  or  inflicted  physical  harm  on  another 
and  that  unless  committed  is  likely  to  inflict 
physical  harm  on  another;  or  (b)  is  incapacitated 
by  alcohol.  (Section  80-2718,  R.C.M.  1947). 

The  alcoholic  has  committed  no  crime,  but  is  ill.  What  is  approp- 
riate detention?  Can  the  alleged  alcoholic  be  held  against  his  will  and 
be  forced  to  undergo  treatment? 
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DRUG  ABUSE  SERVICES 


Though  alcohol , strictly  speaking,  is  a drug.  Section  69-6201,  R.C.M. 

1947  both  distinguishes  between  and  couples  alcoholism  and  drug  abuse: 

It  is  the  purpose  of  this  Act  and  the  policy  of  this 
state  to  recognize  alcohol  and  drug  dependence  as 
problems  affecting  the  health,  safety,  morals, 
economy,  and  general  welfare  of  this  state;  to 
recognize  alcohol  and  drug  dependence  as  problems 
subject  to  treatment;  and  to  recognize  the  sufferer 
of  alcohol,  drug  dependence  or  both  as  worthy  of 
treatment  and  rehabilitation.  It  is  the  intent  of 
this  Act  to  establish  means  whereby  the  appropriate 
resources  of  this  state  may  be  focused  fully  and 
effectively  upon  the  problems  of  alcohol  and  drug 
dependence  and  utilized  in  implementing  programs 
for  the  control  and  treatment  of  these  problems. 

Yet  alcohol  and  drugs  of  abuse  do  not  have  the  same  social  and 
legal  status.  Alcohol,  like  caffeine  and  nicotine,  are  socially  and 
legally  accpetable.  But  heroin,  cocaine,  and  marijuana  are  not.  Hal- 
lucinogens and,  when  used  in  a non-medical  fashion,  barbituates,  tran- 
quilizers, and  amphetamines  are  not. 

Moreover,  some  of  these  drugs  have  recognized  medical  or  scientific 
uses,  and  many  are  considered  indispensable  to  modern  health  care. 
Barbituates,  for  example,  are  extremely  valuable  in  treating  epilepsy 
and  high  blood  pressure. 

These  same  drugs,  however,  may  be  used  by  individuals  in  such 
a way  and  to  such  an  extent  that  they  injure  themselves  and  threaten 
the  well-being  of  society.  These  same  drugs  become,  outside  their 
scientific  and  medical  uses,  illegal  substances,  and  the  government 
is  saddled  with  the  task  of  controlling  their  traffic.  The  state  must 
impose  sanctions  on  their  production,  distribution  and  use. 
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Definitions 

In  contrast,  alcohol  is  a legal  substance.  Government  sanctions  on 

its  production,  distribution  and  use  need  not  be  so  rigorous,  and  the 

alcoholic  can  be  defined  as: 

. . . a person  who  habitually  lacks  self-control  as  to 
the  use  of  alcoholic  beverages,  or  uses  alcoholic 
beverages  to  the  extent  that  his  health  is  substantially 
impaired  or  endangered  or  his  social  and  economic  function 
is  substantially  disrupted  (Section  80-2709,  R.C.M.  1947). 

All  this  might  apply  to  the  drug  abuser  in  relation  to  "harmful  drugs" 

or  drugs  of  abuse  rather  than  alcoholic  beverages,  except  for  the  notion 

of  self-control.  Where  illegal  substances  as  opposed  to  legal  substances 

are  concerned,  self-control  is  not  the  issue,  but  governmental  control. 

The  individual  has  no  free  choice  in  the  matter  of  their  use. 

Nevertheless,  in  Section  69-6201,  R.C.M.  1947,  both  the  alcoholic 
and  the  drug  abuser  are  seen  to  have  an  adverse  effect  on  society.  Not 
only  do  they  threaten  the  health,  safety  and  general  welfare,  but  they 
also  undermine  the  morals  and  economy  of  the  State.  The  citizenry,  it 
is  felt,  should  be  protected  against  the  effects  of  alcoholism  and  drug 
abuse. 

Moreover,  both  alcoholism  and  drug  abuse  are  viewed  as  conditions 
with  possible  medical,  social  and  psychological  etiologies.  Both  the 
alcoholic  and  the  drug  abuser  are  "sufferers"  of  a "dependence."  Both 
are,  it  is  felt,  "worthy  of  treatment  and  rehabilitation."  In  short, 
neither  chronic  alcoholism  nor  drug  addiction  is  a crime.  Both  are 
illnesses . 

Historical  Background 


In  1914,  Congress  passed  three  acts  that  introduced  the  concept 
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of  drug  abuse  to  this  country  and  laid  the  foundation  for  the  criminal- 
ization of  "harmful  drugs"  or  drugs  of  abuse.  On  January  17,  "An  Act 
to  Prohibit  the  Importation  and  Use  of  Opium  Except  for  Medicinal  Pur- 
poses" was  passed.  On  the  same  day,  the  Smoking  Opium  Act  made  the 
cost  of  manufacturing  opium  in  the  United  States  prohibitive  by  levy- 
ing a $300  tax  on  every  pound.  On  December  17,  supplementing  the  Act 
of  January  17,  the  Harrison  Act  defined  the  channels  of  distribution 
for  medicinal  drugs  and  provided  penalties  — a $2000  fine  or  five  years 
imprisonment  — for  violations. 

This  law  was  designed  to  control  the  importation, 
manufacture,  production,  compounding,  sale,  dealing 
in,  dispensing,  and  giving  away  of  opium  and  coca 
leaves,  their  salts,  deriviatives  and  preparations. 

(Anslinger  and  Giordano,  1974;  143). 

All  three  Acts  were  passed  as  revenue  measures,  and  none  pre- 
cluded the  legitimate  use  of  narcotics.  Although  required  to  register 
under  the  Harrison  Act,  physicians,  dentists,  and  veterinary  surgeons 
were  allowed  to  dispense  or  distribute  "the  aforesaid  drugs"  "in  the 
course  of  their  professional  practice  ft7  only”  (Lrndesmith,  1965;  4). 

Moreover,  nothing  was  said  about  the  addict  or  addiction.  The 
addict's  condition  was  decreed  neither  a crime  nor  an  illness.  Choice 
of  treatment,  if  the  addict  approached  one,  was  left  to  the  physician 
(Lindesmith,  1965;  4,5). 

However,  when  the  desire  to  control  is  an  act  of  prohibition, 
legitimized  control  becomes  total.  The  first  step  in  the  criminal- 
ization of  drugs  of  abuse  was  taken  in  1915.  In  U.S.  v.  Jin  Fuev 
Moy . 241  U.S.  394  (1918),  the  Supreme  Court  ruled  "that  possession 
of  smuggled  drugs  by  an  addict  was  a violation  of  the  law,"  thus 
"forcing  the  addict  to  go  to  the  doctor  as  the  only  source  of  legal 
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drugs  left  to  him"  (Lindesmith,  1965;  5). 
taken  in  1919.  In  Webb  vs.  U.S.,  249  U.S. 
Court  ruled  that : 


The  next  step  was 
96  (1919) , the  Supreme 


. . . a prescription  of  drugs  for  an  addict  "not  in  the 

course  of  professional  treatment  in  the  attempted  cure 
of  the  habit,  but  being  issued  for  the  purpose  of 
providing  the  user  with  morphine  sufficient  to  keep 
him  comfortable  by  maintaining  his  customary  use"  was 
not  within  the  meaning  of  the  law  and  was  not  included 
within  the  exemption  for  the  doctor-patient  situation 
(Lindesmith,  1965;  6). 

Thus,  the  Supreme  Court  limited  professional  treatment  to  cure  and 
sought  to  force  the  addict  to  come  to  the  doctor  for  only  that  pur- 
pose. 


The  final  step  was  taken  in  1922.  In  U.S.  v,  Behrman,  258  U.S. 
280  (1922),  the  Supreme  Court  ruled  that: 


. . . it  was  not  legitimate  for  a physician  to  prescribe 

drugs  for  an  addict,  for  . . .such  prescriptions  were 

illegal  regardless  of  the  purpose  the  doctor  may  have 
had  (Lindesmith,  1965;  6). 

Thus,  the  Court  stopped  the  final  loophole.  Physicians  were  denied 
the  defense  that  "they  had  acted  in  good  faith"  in  prescribing  drugs 
for  the  cure  and  treatment  of  addicts.  This  meant  that  addicts  were 
simply  denied  access  to  all  legal  drugs,"  and  the  way  was  paved  for 
the  institutionalization  of  addicts.  They  could  be  provided  drugs  only 
in  an  institutional  setting  and  only  for  the  purpose  of  effecting  with- 
drawal . Drugs  had  to  be  administered  in  diminishing  doses  (Lindesmith. 
1965;  6,7). 

Thus,  the  criminalization  of  "harmful  drugs"  or  drugs  of  abuse 
was  complete.  From  the  drug  control  acts  of  1914  through  the  ensuing 
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Supreme  Court  decisions,  the  logic  was  inexorable: 

The  whole  theory  implicit  in  them  was  that  addiction 
was  not  a disease  at  all,  but  a willful  indulgence 
meriting  punishment  rather  than  medical  treatment 
(Lindesmith,  1965;  8). 

The  government  and  the  Court  simply  did  not  want  people  using  these  drugs. 
Current  Thinking 

The  criminalization  of  drugs  of  abuse  led  to  the  evolution  of 
a "revolving  door  policy"  toward  the  addict.  Law  enforcement  agencies 
merely  kept  him  under  cursory  control.  The  addict  was  arrested,  tried, 
and  either  jailed  or  released.  Nothing  was  effectively  done  to  cure 
him  or  to  change  his  situation.  Upon  release,  even  after  detoxification, 
he  returned  to  the  way  of  addiction,  until  he  was  arrested  again. 

In  recent  years,  however,  the  strict  criminal  definition  of  drug 
abuse  which  grew  out  of  the  drug  control  Acts  of  1914  and  spawned  this 
"revolving  door  policy"  has  come  to  be  modified.  Drugs  of  abuse  are, 
of  course,  still  illegal  substances.  Possession  and  use  of  them  are 
still  willful  acts,  and  crimes.  But  these  crimes  have  come  to  be 
seen  as  minor  in  comparison  to  the  crime  of  major  drug  distribution. 

The  focus  of  law  enforcement  efforts  is  now  being  shifted  from  the 
addict  to  the  large  illicit  supplier,  and  more  than  law  enforcement 
is  being  relied  upon.  Reduction  in  the  supply  of  illicit  drugs  in 
this  country  is  being  sought  through  means  other  than  law  enforcement. 

Moreover,  drug  abuse  is  now  also  seen  as  a condition.  This  is 
a matter  of  emphasis.  The  crime  of  possession  and  use  has  been  sep- 
arated from  the  illness  of  addiction  and  dependence,  and  the  drug 
abuser  as  a sick  person  is  seen  as  more  important  and  as  deserving 
of  more  attention  than  the  drug  abuser  as  a criminal. 
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There  is  good  reason  for  this  shift.  Handling  the  drug  abuser 
as  a criminal  solved  no  problems.  It  kept  neither  the  abuser  away 
from  the  drug  nor  the  drug  away  from  the  abuser.  It  was  a luxury  we 
could  then  afford — viewing  the  abuser  as  a willful  indulger  and  a 
"dope  fiend"  who  deserved  his  punishment.  But  in  the  60fs,  when  drug 
abuse  began  to  reach  beyond  the  ghettos  and  touch  all  segments  of 
society,  and  our  very  young  were  involved,  it  became  difficult  to 
maintain  this  veiw  of  the  abuser,  inspite  of  softer  terms  like  "flower 
children"  and  "turned-on  generation."  The  "revolving  door  policy" 
itself  proved  to  be  unconscionable. 

Handling  the  drug  abuser  as  a sick  person  is  felt  to  give  better 
access  to  the  roots  of  the  problem — the  abuser  himself  and  the  soc- 
iety in  which  he  lives c The  abuser's  dependence  on  drugs  is  seen 
to  be  both  physiological  and  psychological,  and  greater  attention  is 
given  to  eliminating  the  social  conditions  that  are  said  to  encourage 
drug  abuse. 

But  the  picture  for  the  drug  abuser  is  not  all  rosy.  Though  he 
is  regarded  as  sick,  the  label  of  deviant  still  clings  to  him.  He 
is  thought  to  be  unproductive,  withdrawn,  and  marginally  criminal, 
though  this  condition,  it  is  believed,  can  be  changed  if  he  is  given 
the  proper  treatment  and  services. 

Proper  treatment  and  services  include,  of  course,  detoxification, 
counseling  and  psychiatric  help,  social  services,  and  even  voc- 
ational rehabilitation.  Such  a program  strives  to  abandon  the  pre- 
mises of  the  "revolving  door  policy"  toward  the  addict  and  sets  out 
to  produce  human  beings  free  from  welfare  and  other  forms  of  social 
assistance  and  dependence. 


61 


Conclusion 

It  should  be  further  noted  that  not  all  cultures  find  the 
use  of  drugs  abhorent,  or  socially  unacceptable.  For  centuries 
Indians  of  the  American  West  used  the  peyote  cactus — source  of 
mescaline — and  the  psilocybin  mushroom  as  vehicles  to  an 
alternate  reality.  Indians  in  the  Andes  used  the  leaves  of 
the  coca  plant — source  of  cocaine — to  cope  with  the  rigors  of 
their  life. 

It  should  be  remembered  that  all  "harmful  drugs"  do  not 
substantially  impair  or  endanger  a user's  health  or  substantially 
disrupt  his  social  and  economic  functions.  Some  persons  addicted 
to  heroin,  for  example,  are  reported  to  meet  adequately  both 
their  social  and  economic  obligations.  Many  of  their  problems 
are  caused  by  the  fact  that  this  narcotic  is  difficult  to  obtain. 

While  Montana  law  views  both  alcohol  and  drug  dependence 
as  illnesses,  and  treats  both  the  alcoholic  and  the  drug  abuser 
with  dignity,  the  difference  in  social  and  legal  status  between 
alcohol  and  drugs  of  abuse  complicates  any  definition  and  treat- 


ment of  drug  abuse. 
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THE  PHILOSOPHY  OF  SOCIAL  SERVICES 

In  the  preceding  discussion,  the  assumptions  and  concepts  under- 
lying General  Services,  Family  Planning,  Aging,  Youth,  Developmental 
Disabilities,  Mental  Health,  Alcohol  Treatment,  and  Drug  Abuse  Services 
have  been  examined.  This  examination  has  revealed  the  change  in 
attitude  of  Americans  toward  various  groups  considered  to  be  dependent 
and  not  in  the  mainstream  of  American  life.  This  discussion  has  been 
specific  and  specialized.  However,  Title  XX  and  other  service  pro- 
grams belong  to  the  general  category  of  welfare.  This  final  discussion 
will  examine  the  assumptions  and  concepts  underlying  this  general 
category. 

Welfare  must  be  viewed  in  context  of  the  society  in  which  it 
occurs  — in  this  case,  the  American  society,  an  industrial  nation 
with  a proud  and  generous  heritage.  Our  ideals  — our  individualism 
and  our  humanitarianism  — have  shaped  and  defined  welfare  for  our 
people. 

Definitions 

Harold  L.  Wilensky  and  Charles  M.  Lebeaux  (1975;  xii)  define 
welfare  as  "government  protected  minimum  standards  of  income,  nutrition, 
health,  housing,  and  education  for  every  citizen,  assured  to  him 
as  a political  right,  not  as  charity."  What  is  important  in  this 
definition  is  not  how  much  money  is  spent  or  granted  to  private  indiv- 
iduals, but  that  it  is  public  money.  Welfare,  in  these  terms,  issues 
from  our  humanitarian  ideals. 


Welfare,  however,  goes  against  the  grain  of  our  ideal  of 
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individualism.  Americans  also  value  rational,  acquisitive,  and 
self-centered  individuals  who  go  about  their  lives  without  gov- 
ernmental guidance  or  support  (Wilensky  and  Lebeaux,  1965;  33). 
Many  Americans  believe  that: 

1)  The  individual  should  strive  to  be  successful  in 
competition  with  others,  under  the  rules  of  the 
game. 

2)  These  rules  involve  "fair  play": 

a)  everyone  should  start  with  equal  opportunity,  and 

b)  no  one  should  take  unfair  advantage  through 
force,  fraud,  or  "pull." 

3)  The  test  of  reward  should  be  ability  (especially 
ability  to  contribute  to  the  productive  and  other 
purposes  of  the  enterprise) . There  should  be 
unequal  reward  for  unequal  talents  and  unequal 
contributions . 

Many  Americans  further  believe  that:  (Wilensky  and  Lebeaux,  1965; 

34-35.) 

4)  Those  who  work  hard  and  have  ability  will  be 
rewarded  with  success.  (Success  is  a tangible 
package  which  mainly  includes  income  and  wealth, 
possessions,  occupational  prestige,  and  power....) 

5)  Success  is  the  reward  also  of  virtue;  virtue  will 
bring  success.  Failure  (if  it  is  not  a temporary 
way-station  to  success)  is  sin  and  reveals  lack  of 
virtue. 

6)  Where  the  lazy,  incompetent,  and  unvirtuous  attain 
success  it  is  purely  a matter  of  luck;  it  could 
happen  to  anybody.  Besides  it  does  not  happen  too 
often. 


Historical  Background 

Welfare  as  a full-fledged  governmental  program  is  a recent 
phenomenon  which  really  began  with  the  Social  Security  Act  of 
1935.  It  is  important  to  note  that  this  Act  and  other  general 
welfare  programs  were  responses  to  the  drastic  and  devasting 
changes  in  the  economy  of  this  country  following  the  stock  market 
crash  of  1929.  Governmental  intervention  was  seen  as  necessary 
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for  solving  the  problem  of  economic  depression.  The  economy  was 
restructed  on  the  Keynesian  economic  model  which  required  governmental 
participation  in  the  economy  and  in  the  lives  of  companies  and  pri- 
vate citizens. 

Before  1929,  there  was  really  only  one  type  of  welfare:  res- 
idual welfare.  When  the  normal  structures  of  supply,  the  family, 
and  the  market  broke  down,  residual  welfare  came  into  effect.  Once 
these  problems  were  corrected,  it  was  withdrawn.  After  1929,  in- 
stitutional welfare  appreared.  This  form  of  welfare,  once  applied, 
was  not  withdrawn.  The  normal  structures  of  supply,  the  family, 

and  the  market  were  seen  to  be  constantly  threatened,  and  institut- 

\ 

ional  welfare  was  thought  to  be,  as  still  is  thought  to  be,  a nec- 
essary and  permanent  feature  of  modern  industrial  societies. 

Current  Thinking 

Everyone  has  equal  opportunity  to  get  ahead;  everyone 
has  the  moral  duty  to  try  to  get  ahead  (make  the  most 
of  himself);  if  a man  fails,  it  is  his  own  fault  and 
he  should  feel  guilty  (and,  some  would  add,  his  children 
and  his  parents  should  feel  ashamed).  (Wilensky  and  Lebeaux, 

1965;  35). 

The  predominant  values  of  individualism  are  competition 
and  achievement.  Individuals  who  are  recipients  of  welfare  must 
define  themselves  in,  and  providers  of  welfare  must  square  their 
actions  and  intentions  with,  these  terms.  Individualism  and 
welfare  are  not  complementary  ideals. 

Under  the  institutional  definition — in  particular,  as  de- 
fined by  Harold  L.  Wilensky  and  Charles  M.  Lebeaux  in  Industrial 
Society  and  Social  Welfare  — there  should  be  no  stigma  or  judgment 
of  abnormality  attached  to  receiving  welfare.  Welfare  is  a right 
conferred  on  individuals.  It  is  not  a privilege,  a gift  morally 


65 


earned,  or  charity.  Moreover,  under  the  institutional  concept,  welfare 
is  seen  as  a solution  to  a social  problem  or  condition  which  individual 
members  of  society  cannot  solve  themselves.  Theoretically,  the  wel- 
fare recipient  is  protected  against  stigmatization. 

Title  XVI,  "Supplemental  Security  Income  for  the  Aged,  Blind  and 
Disabled,"  and  Title  XX  of  the  Social  Security  Act  demonstrate  like- 
wise, Under  Title  XVI,  that  benefits  are  granted  to  the  aged,  the  blind, 
and  the  disabled  strictly  "on  the  basis  of... income  and  resources  " 
(Section  1602).  They  are  guaranteed  a minimum  standard  of  income. 

This  is  a right,  to  which  no  stigma  should  be  attached. 

However,  modern  welfare  is  a compromise  between  individualism 
and  humanitarianism,  as  Title  XX,  fifty  percent  of  whose  funds  must 
be  expended  on  Titles  IV-A  and  XVI  recipients,  clearly  shows.  While 
Title  XVI  recipients  are  granted  benefits  strictly  on  the  basis  of 
income  and  resources.  Title  XX  mandates  services  to  these  individuals 
in  order,  among  other  things,  "to  prevent,  reduce,  or  eliminate 
dependency"  among  them.  They  are  assumed  to  be  "abnormal"  and  "dis- 
reputable." Are  these  services  rights  or  privileges?  Are  these  rec- 
ipients stigmatized,  or  are  they  not? 

Conclusion 

The  concept  of  residual  welfare  is,  it  should  be  clear,  strongly 
present  in  the  institutional  model.  Welfare  is  also  seen  as  a 
temporary  or  stopgap  measure,  and  Title  XX  attests  to  this.  Under 
this  Act,  services  are  provided  to  make  people  welfare-free.  The 
"temporary"  nature  of  these  services  applies  even  to  the  handicapped, 
the  blind  and  the  crippled. 
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